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IN a comparatively few patients in whom, fol- 

lowing an operation for removal of a carcin- 
oma of the prostate, there have been symptoms 
due to a recurrence of the disease, I have done a 
second removal of such of the obstructing pros- 
tate as I could get, by the perineal route, usu- 
ally with a considerable degree of relief to the 
patient. Though this is a purely palliative 
measure and has a relatively limited field of use- 
fulness I believe it merits a definite place in 
our methods of treatment of this very trying 
condition. 

In my opinion this procedure should be con- 
sidered in every case where following the re- 
moval of a carcinoma of the prostate one has a 
recurrence of symptoms due to obstruction at 
the bladder outlet; a condition that is unfor- 
tunately common. 

It seems possible that we may, in time, come 
to recognize carcinoma of the prostate in its 
earlier stages, when it is still confined within 
the prostatic capsule; under these conditions 
we may be able to do so complete a removal 
of the growth, that if we do not entirely eradi- 
cate the disease, we may at least prevent its 
local recurrence at the bladder outlet. I have 
recently seen a case that gives promise of this, 
in the person of a patient from whom I re- 
moved an adenocarcinomatous prostate in 1920. 
He now has a very marked metastases in his 
bones, but his prostate shows no change. He 
has a transparent urine and no residual. This 
patient was seen very early; so early that for 
a time the question of malignancy did not oc- 
cur to me; later there was a suspicion that 
seemed sufficient to justify operation. Such an 
early recognition of this condition, however, 
will not be the rule and in many instances of 
carcinoma of the prostate we shall see a local 
recurrence of the disease. 

Two things make it difficult to recognize and 
consequently to operate upon carcinoma of the 
prostate in its very early stages. First the fact 
that the symptoms of this trouble are usually 
not sufficiently distressing to lead the patient 
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to seek relief during its earlier stages; second, 
the fact that when the patients do present them- 
selves there is often an oedema that surrounds 
the carcinomatous gland, which masks its true 
condition, with the result that its carcinomatous 
nature may not be recognized until a partial 
suprapubic removal has been done; perhaps then 
only because of the pathological report. For 
these reasons it seems probable that we shall 
always see local recurrences of carcinoma of 
the prostate producing obstruction at the blad- 
der outlet; some taking place relatively early, 
before the patient has extensive metastatic in- 
volvement and at a time when it is often pos- 
sible to give the patient relief without invaliding 
him. 

A local recurrence of prostatic carcinoma 
will in most instances be indicated by a re- 
appearance of frequent, painful or difficult urin- 
ation; this is usually accompanied by more or 
less residual urine; occasionally it will be in- 
dicated by the incontinence of overflow. The 
appearance of bleeding with a recurring obstruc- 
tion is very suggestive. It is not unusual to 
have even a very definite obstruction at the 
bladder outlet, sometimes one that will allow 
the passage of nothing but a small bougie. In 
a few instances, in patients who have been un- 
der observation, one may find that these ob- 
structive symptoms are accompanied by a def- 
inite increase in the size of the prostate as felt 
by rectum; in most instances, however, no such 
increase in size will be evident. 

A greater or lesser toxicity due to renal back 
pressure may accompany the recurring obstruc- 
tion. While toxicity is a clear and imperative 
indication for immediate relief in cases of benign 
prostatic obstruction, this may not necessarily 
be the case with the recurrent prostatic car- 
cinoma. This is for the reason that there is an 
occasional extension of the disease from a ¢ar- 
cinomatous prostate to the bladder with a sec- 
ondary pinching of the ureters; a condition 
not met in benign hypertrophy where the ob- 
struction is always at the bladder outlet. Un- 
der these circumstances the removal of the ob- 
struction at the bladder outlet would be of 
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no help. The only way that I know to deter- 
mine whether in a given patient, a toxic condi- 
tion is due to an obstruction at the bladder out- 
let or to occlusion of the ureters in their in- 
travesical portion, is to insert an inlying cath- 
eter; this will be followed by marked improve- 
ment, if the obstruction is at the bladder out- 
let but by no improvement if both ureters are 
becoming occluded. 

A very distressing symptom that is often seen 
in patients with malignant disease, which had 
its origin in the prostate, but has extended to 
the pelvis, is pain in one hip or leg. This 
pain, in itself is not an indication for a second 
removal of a carcinomatous prostate; it has 
been present, together with the obstruction in 
several instances in which I have done a second 
removal of a malignant prostate but it has not 
been improved in the least by operation. It 
is the same with pain in the sacrum and spine. 
While pain of this sort is not necessarily a con- 
tra-indication to operation, it is not in the least 
an indication. In fact the only type of pain 
that one may consider an indication for the 
removal of a recurrent carcinoma of the prostate 
is the pain that is due to obstruction at the 
bladder outlet. 

In a considerable proportion of patients with 
obstruction at the bladder outlet, due to a re- 
current carcinoma, we cannot employ routine 
catheterization as a palliative measure. The ob- 
structing tissue is too dense to permit of this. 
Therefore, unless we remove the obstruction we 
have the alternatives of making a suprapubic 
fistula or having recourse to morphia. 

In spite of brilliant exceptions a man with 
a suprapubic fistula is relatively uncomfortable 
and is seldom able to do his work. In this con- 
nection I will cite the history of a patient of 
66 whose case is not included in this series. 
This man had a suprapubic cystostomy late in 
1919.° This, as the story was given me, was 
intended to be the first stage of a two-stage 
prostatectomy. At the time of the second stage 
operation the growth was found to be malignant 
and no attempt made at its removal. After a 
year, the patient, who was in very good general 
condition, but with a typical carcinomatous 
prostate, was extremely tired of his suprapubic 
tube, in spite of the fact that it was a small one 
and very nicely arranged. I did for him a 
perineal removal of his carcinomatous prostate. 
His suprapubie opening closed and though he 
went home wearing a urinal, I was told later by 
a member of his family, that he was able after 
a short time to give up the use of his urinal 
and was much happier and less incapacitated 
than he had been with his suprapubic fistula. 
He lived 234 years after removal of his prostate 
and closure of his fistula. 

Backpressure from a recurrent malignant ob- 
struction presents the same dangers that are 
inherent to urinary backpressure in general; 


the use of morphia does nothing to relieve this, 
it simply cuts short to a certain extent the pa- 
tient’s life——a thing that most patients, even 
with recurrent cancer, do not desire. <A satis- 
factory secondary removal of prostatic tissue 
gives the same freedom from the danger of 
backpressure and the same freedom from the 
discomfort of bladder irritation that a suprapu- 
bie fistula affords, without the disability which 
accompanies the latter. The only objection that 
one can offer is that the operation for perineal 
removal of the gland is more of a procedure than 
the introduction of a suprapubic drain; like- 
wise the surgical convalescence is naturally 
longer. On the other hand it seems to me that 
its advantages are such as to more than offset 
its disadvantages. 

Perhaps I can best illustrate the advantages 
of a secondary removal of a carcinomatous pros- 
tate by citing the case of a patient of 71 who 
had been very active and who had many in- 
terests. He came to me with obstruction due 
to the recurrence of a malignant prostate that 
had been removed suprapubieally fifteen months 
previously. He had just learned the nature of 
the growth and had been advised that nothing 
further could be done. He said that if he could 
have a year or so during which it would be 
possible for him to work, he could make his 
life work count for much more than if he had 
to drop it at that time. A perineal removal 
of the recurrent growth gave him nearly two 
years of life (22 months, to be accurate) ; dur- 
ing a year of this time he attended to business 
actively and even played golf; later his activ. 
ities were more limited. Toward the end he 
spoke several times of how much this time had 
meant to him in enabling him to round out his 
life’s work. The ability to do this would not 
liave been obtained by the use of morphia nor 
presumably by the making of a suprapubic fis- 
tula which so limits one’s activity and comfort, 
even if it does do away with the danger of back- 
pressure from obstruction at the bladder out- 
let. 

I prefer when doing these recurring ecar- 
cinomata of the prostate to make use of spinal 
anesthesia. This sort of anesthesia seems to 
me to have an advantage whenever there is any 
urinary backpressure. Whatever sort of anes- 
thesia is used, the patient is put in a moderately 
exaggerated lithotomy position and if possible, 
a long prostatic tractor, Geraghty’s by prefer- 
ence, is inserted through the urethra. In some 
instances one is able with this instrument to 
make the prostate bulge into the perineum a 
little more than without it; in other cases, the 
prostate is too firmly fixed to the pelvie wall 
to allow any particular movement of the gland; 
in a few cases I have been unable to introduce 
any tractor. I make use of a curved perineal 
incision that is just anterior to the mass of the 
anal sphincter; this incision is carried down 
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carefully and the rectourethralis muscle identi- 
fied and cut. The rectum is pushed well back 
from the prostate until quite a surface of the 
prostate has been uncovered. To facilitate this 
separation of the rectum from the prostate I 
still use a gloved finger in the rectum, which 
gives me a very accurate idea of its location: 
in a number of these thin old men the rectum 
seems to come down a long way on the prostate 
and this method seems to lessen the probability 
of serious injury. I have, however, on several 
occasions gone through the fibers of the muscular 
wall of the rectum and left nothing but the 
mucosa but in these instances one or two very 
fine catgut stitches have been sufficient to pre- 
vent a rectourethral fistula. In instances where 
the first operation was done by the perineal 
route a second dissection of the perineum will 
be difficult but in the few instances in which 
1 have met this condition it has been possible 
to carry out the dissection without opening the 
rectum. 

When a moderate area of the posterior sur- 


face of the prostate has been uncovered, I make’ 


a eross incision through its capsule and turn 
back a flap as an extra protection to the rectum. 
Once this has been done there are two courses 
that one may follow, depending upon the con- 
sistency of the malignant tissue, which varies 
materially. In some instances one may be able 
to separate with his finger, introduced into the 
capsule, the obstructing tissue which may be 
on either side or behind the bladder outlet or 
in all three positions. It is quite possible in 
certain instances to enucleate by this means 
what proves to be typical carcinomatous tissue. 
I have found on several occasions typical, adeno- 
matous masses that were easily enucleable, com- 
bined with a malignant prostate. The insertion 
of a Young or Markley tractor through an in- 
cision in the prostatic urethra will sometimes 
help one in carrying out this enucleation. In 
a considerable proportion of these cases, how- 
ever, enucleation of any tissue, with the fingers, 
is impossible and one is forced to dig out or 
tunnel through the prostatic mass with rongeurs, 
scissors, a scalpel, or a relatively sharp peri- 
osteal elevator which one may use as a knife; 
the prostatic punch is also very helpful at times. 
One’s object is to remove as much, as one can, 
of the hard, malignant tissue that surrounds 
the bladder outlet and interferes with the 
emptying of the bladder. I have mentioned 
that one may find in association with a car- 
cinomatous prostate a benign, intravesical mass. 
Relatively recently I found an almost pedicled, 
obstructing mass just inside the bladder outlet 
that was an intravesical extension of a malig- 
nant prostate. 

Whatever method is used a sufficient amount 
of tissue should be removed so that one can 
pass his finger through the bladder outlet. A 
catheter is then carried from the meatus to 


the bladder and a tube is also brought out 
through the perineum, after bringing together 
with catgut sutures the fibers of the levator. 
On occasion I insert radium into any suspicious 
tissue, which must of necessity often be left 
in an operation of this sort. I am very care- 
ful, however, how I use it in any tissue that 
is on the rectal side as I have seen one or two 
instanees in which, following the too enthusiastic 
use of radium, the patient has had a recto- 
urethro-perineal fistula. 

In going over my cases I have found ten in- 
stanees in which I have carried out this pro- 
cedure. I have a feeling that I have done one 
or two other cases but I am unable to find their 
records. A study of these cases has brought 
out some things that I think are of interest. 
In seven of the cases the first operation had 
been a suprapubic enucleation. In some in- 
stances the nature of the growth was not ap- 
preciated before the time of operation. In a 
few it was suspected. In three instances the 
primary operation had been a perineal pros- 
tatectomy as in these three cases I had felt 
sure I was dealing with a carcinoma and it has 
been my experience that, as a rule, I can do a 
much wider removal of a carcinomatous prostate 
by the perineal than by the suprapubic route. 

The time which elapsed between the time of 
the primary operation and the secondary re- 
moval in this series of cases varied from seven 
months, in one instance, to ten years in another. 
In both these cases the primary operation was by 
the suprapubic route. The one in which the 
recurrence took place in seven months was done 
by me and the microscopical examination re- 
ported the growth to be carcinoma. 

In two patients there had been a very long 
interval between the original operation, which 
was not done by me in either instance, and the 
second operation. In one case, nine years 
elapsed, in the other, ten years. In neither case 
was there any record of the microscopical find- 
ings at the time of the first operation. The 
growth which I removed in the nine-year case 
proved to be adenocarcinoma; that in the ten- 
year case, carcinoma. In both these instances 
the growths had the macroscopic appearance of 
carcinoma. It would be of great interest to 
know if the carcinomas I removed were recur- 
rent growths as I believed them io be, or growths 


‘that bore no relation to the ones that had been 


removed at the earlier operation, but had de- 
veloped independently in bits of prostatic tissue 
that were left at the time of the first opera- 
tion. In the adenocarcinoma case there was in 
addition to the malignant mass a typically be- 
nign, enucleable mass that was microscopically 
adenoma: In both these cases the first opera- 


tion had been a suprapubic one, in which it 
would have been perfectly possible to: have re- 
moved fibro-adenomatous masses and to have 
still left the posterior part of the gland; the 
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part in which carcinoma arises so commonly. 

The operation in seven of these ten patients 
was done under spinal anesthesia, which seems 
to me, as I have stated, the anesthesia of choice 
in every condition where there is urinary back- 
pressure. In three of these patients some sort 
of inhalation anesthesia was used. 

The microscopical examination of the tissue 
removed from these ten cases of recurrent pros- 
tatic growth has reported carcinoma in six cases 
and adenocarcinoma in four. 

Radium was used in four of these cases; the 
amount was not. stated: but at the time I made 
use of radium more than at the present, I usu- 
ally used 1200 milligram hours in eases of this 
sort and I presume I did in these cases. In 
three of the four cases the radium was intro- 
duced through the incision at the time of opera- 
tion by means of needles placed wherever } 
feared I had left malignant tissue. In one case 
I applied radium through the urethra some time 
after operation. I had no untoward results 
from the use of the radium. I am unable, how- 
ever, to decide how much good it did. 

As to the results obtained, one of these ten 
patients died some forty-two days after opera- 
tion of embolic pneumonia. Of the nine who 
left the hospital my notes give results regarding 
urinary control as good in five patients; in three 
patients the control was not complete during 
the day; in one patient the control was poor; 
he had to wear a urinal. In all but this one 
patient, however, urinary control was good at 
night. This allowed these patients to do away 
during the night with the annoyance that comes 
from a suprapubic tube and yet to keep dry. 
Some of these patients, who could keep dry a 
night, had, however, to wear a urinal during 
the day and even to have it in position before 
they stood on their feet. 

In closing I would suggest that this palliative 
procedure gives perhaps the greatest degree of 
comfort, combined with the greatest range of 
activity, that it is possible to give in certain 
cases of recurrent carcinoma of the prostate. 


DISCUSSION 


JoHN H. CunNINGHAM, M.D., F.A.C.S., Bos- 
ton: Dr. Chute kindly let me have a copy of 
his paper, and I have prepared my discussion 
beforehand which I shall read. 

The problem of carcinoma of the prostate ben 
Jong been a difficult one. There are certain 
things about this disease, which are more or 
less settled, and others, particularly in regard 
to treatment, which remain in debate. Dr. 
Chute has hit the one great outstanding truth 
in regard to treatment when he refers to it as 
a palliative measure. 

The chance of treatment being anything but 
palliative lies in the fact that there is an un- 
fortunate disproportion between the onset of 
the metastasis and the onset of urinary obstruc- 


tion. In other words, metastasis usually take 
place before the urinary obstruction occurs, so 
that the patient, as a rule, is beyond the pos- 
sibility of cure. 


The most common site of the metastasis is in 
the nodes about the sacrum, along the spine, and 
in the pelvis. There is a predilection about 
metastasis to occur in bones, particularly in 
the sacrum and spine. Any bone, even the skull, 
may be the site of metastasis. They often occur 
in the lung, and I have occasionally seen in- 
volvement of the supraclavicular glands. In 
fact, we may have well-established carcinoma 
from metastasis in almost any part of the body 
without the prostate being suspected as the pri- 
mary site because of the absence of definite 
urinary symptoms. 

Another factor which has been definitely es- 
tablished is that carcinoma and benign prostatic 
obstruction may exist together. 

When the symptoms of obstruction develop. 
something has to be done to relieve the bladder 
retention if suffering is severe. If retention is 
not relieved, it will produce renal and circu- 
latory embarrassment. 

The part of this subject which remains in 
debate is particularly that of treatment. Dr. 
Chute has been considering one method of treat- 
ment, for which he seems to have a decided 
preference. I infer that he advises the relief 
of the obstruction by a perineal operation, ad- 
mitting the inability to remove the disease, even 
with the use of radium as an adjunct. He has 
also expressed a preference for secondary 
perineal operations if the obstruction recurs. 

Other authorities advocate the other extreme 
of doing nothing to the diseased prostate, but 
to relieve the obstruction by simply establish- 
ing a permanent suprapubic opening. Between 
these two extreme points of view, we have those 
who advocate a partial removal of the obstruc- 
tion at the bladder outlet. by an intraurethral 
operation, which destroys the obstruction at the 
bladder outlet, and the employment of radium 
to favorably influence the remaining growth. 

Others favor the employment of radium, with- 
out any operative procedure if the retention is 
not very distressing, relieving the retention by 
an indwelling catheter and then regular cathet- 
erization if either is possible. 

Others believe a suprapubic cystotomy and 
the employment of radium, introduced into the 
diseased gland from above or through the 
perineum to be the best procedure. 

As Dr. Chute was kind enough to give me his 
paper to study before participating in this dis- 
cussion, I have had opportunity to check up on 
my results. I am naturally very sorry that ! 
cannot entirely agree with his dicta. 

I have come to the conclusion that while we 
may have an occasional relatively brilliant re- 
sult, on the whole, the picture of treatment in re- 


gard to carcinoma of the prostate is just about 
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as bad as carcinoma can be in any other part 
of the body, if not worse. 

I find that I have complete information re- 
garding 29 patients operated upon during the 
past 8 years, most of them being done by the 
procedure which Dr. Chute has been advocating. 
In most of these, I employed radium as an ad- 
junct. Nineteen of these patients were dead 
within two years. Ten of these patients are still 
alive. One, done about a year ago, has just 
had to have a suprapubic cystotomy for recur- 
rence of the obstruction. In this patient, a more 
complete operation was done than in most, and 
there was a more favorable outlook in this case 
than in most. This patient has been under the 
eare of Dr. Alfred Mitchell of Portland, Me., 
for many months, and just recently we both 
decided that a suprapubic cystotomy was the 
only thing to relieve his distressing bladder 
symptoms because of recurrent obstruction. 
Since this has been done, he is very much more 
comfortable. 

There is another patient in the living group 
of 10, who has been operated on 5 times be- 
cause of recurrent obstruction. Each time the 
opening at the bladder outlet was very small and 
as much of the growth as possible was removed 
through the perineum. Radium was employed 
on each oceasion by inserting the element into 
the remaining tissue. The first operation was 
done in August, 1924. At present he has a per- 
manent perineal sinus. 

A few nights ago, I had to operate upon a 
patient for recurrent obstruction following an 
cperation which I presume was similar to that 
which Dr. Chute has been describing. Th 
operation was done by one of the members of 
this Society, somewhat over a year ago. The 
opening at the bladder outlet was about 61°. 
and the obstruction was due to very dense car- 
cinomatous tissue. This was cut away and the 
patient now has a large perineal tube. Radium 
clement was inserted into the remaining tissue. 
This patient, had, at the time of his recurrent 
obstruction, a perineal sinus, which had per- 
sisted from the time of his original operation. 

I have had a few cases who, through a perineal 
operation, have done far better than could have 
been expected and are not unlike those favorable 
cases mentioned by Dr. Chute. On the whole, 
however, recurrence has been the rule if they 
lived long enough. Few have been free from 
bladder symptoms, and in none have I felt that 
we have eliminated the disease locally. 

During the past four years I have treated 14 
patients with radium without operation, em- 


ploying intermittent catheterization and in- 


dwelling catheter at various times, usually at 
the time of the radium treatment. Most of 


these have died within two years. An elderly 
gentleman, with metastases in most of the bones 
of his body, and involving the lungs, had a 
residual urine of 8 oz. when first seen. He was 


being treated for osteoarthritis for months be- 
fore the urinary symptoms developed sufficiently 
to attract the physician’s attention. By employ- 
ing an indwelling catheter and implanting ra- 
dium element into the diseased tissues through 
the perineum there resulted an overcoming of 
the residual urine. The gland, which was large 
and invaded by a typical carcinoma, was re- 
duced in size by this procedure and the urinary 
symptoms were greatly improved during the 
remaining 8 months which he lived. There was 
no evident local recurrence of the growth 
and there was no recurrence of the residual 
urine. This case, however, stands out in glaring 
contrast to the others, particularly in regard 
to overcoming the residual urine, which has. 
been little influenced by the employment of ra- 
dium, in most of my cases. 

A most important article on the subject of 
carcinoma of the prostate has been recently pub- 
lished by the Mayo Clinic. Dr. Bumpus in this © 
article studies the results of treatment in 1000 
cases in which the various methods to which I 
referred were employed. His conclusions leave 
little doubt that simple suprapubic drainage 
give the best results. He points out that the 
average duration of life by this procedure is 
nearly twice that of any other and the conclu- 
sions reached are that there is no form of treat- 
ment which is so free from risk and which 
lessens suffering more or produces a longer dura- 
tion of life than simple suprapubic cystotomy. 

With this I am in accord. As distressing as 
the disease has been in my patients, upon whom 
1 have done a suprapubic drainage, with or 
without the employment of radium through the 
suprapubic wound at the time that drainage 
was established, the duration of life and the 
degree of comfort have been better than by any 
other procedure which I have employed. 

Of course, it is very tempting to try to elim- 
inate the local disease by an operative procedure, 
but all the evidence that I am able to acquire 
leads me to the belief that this is quite impos- 
sible. In my hands, even those cases who have 
had quite satisfactory results from an opera- 
tive procedure have had bladder symptoms, 
which have been far more distressing than those 
upon whom I have done a suprapubic drainage ; 
occasionally a persistent sinus has resulted, and 
secondary operations for the recurrence of ob- 
struction, as Dr. Chute told us, have often 
been necessary. In my opinion, the inconven- 
ience of the suprapubic tube, while considerable, 
is the lesser of the evils. 

At the moment, my feeling is that an opera- 
tive procedure, other than simple suprapubic 
eystotomy, should not be employed for the re- 
lief of the obstruction dependent upon carcinoma 
of the prostate unless associated with benign 
hypertrophy or in those cases in which the 
diagnosis between a fibrous prostate and car- 
cinoma cannot be clearly determined. 
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I believe that the group of patients with car- 
cinoma of the prostate, associated with little 
obstruction, is best handled with regular cath- 
eterization, if possible, and radiation ot the 
vland by the introduction of the element on 
rods through the perineum. If the residual 
urine inereases or bladder symptoms become dis- 
tressing, or when eatheterization is impossible, 
a suprapubie eystotomy should be done. 

There is the other group, which is by far 
the larger, in which the local disease is much 
advanced, which patients have no chance of be- 
ing cured by any procedure and in which group 
I believe suprapubie cystotomy, with or without 
the employment of radium at the time this pro- 
cedure is carried out will give the best results 
in regard to comfort for the remainder of the 
individual’s existence, the expectancy of which 
ean hardly be more than two years. In this 
eroup we can not expect to accomplish more 
than the relief of bladder distress. 

One thing can be said in regard to the em- 
ployment of radium, even in these hopeless 
eases. There is probably nothing more dis- 
tressing than the knowledge that one has ear- 
cinoma, and if the physician assumes that there 
is nothing which can be done in the way of 
treatment, this mental depression must necessar- 
ily be accentuated. We are all familiar with 
the attitude of carcinomatous patients. Most 
individuals have some knowledge of radium 
from the popular expressions as to its 
wonders of accomplishment. I cannot help but 
feel that its employment is a very important 
therapeutic crutch, upon which some of our 
patients can lean with hope. In fact, today ra- 
dium seems to be the only therapeutic crutch, 
outside of opium, that we can offer during the 
declining period which is so distressing, par- 
ticularly to the patient, and incidentally, to the 
physician as well. 

In some of my patients, it has favorably in- 
fluenced the growth, reducing its size and chang- 
ing its character, and in relieving pain and 
bladder distress. In but a few patients has it 
improved retention and in none has it produced 
a local cure. In most, however, it has been 
the false ray of hope which has been very 
helpful to all concerned. 

While I would like to agree in toto with Dr. 
Chute’s point of view, 1 can only do so in part. 
I have come to classify the treatment largely 
upon the condition of the patient when first ob- 
served. <A brief summary of my views is as 
follows: 

The group of patients with a small residual 
urine, which can be catheterized, should be put 
in the hospital on constant drainage and radium 
introduced into the growth through the 
perineum, giving at least 2000 mgm. hours at 
the initial dose. Subsequently, radiation should 
be carried on through the rectum and ocea- 
sionally through the urethra and intravesically. 


If the residual urine increases or the bladder 
distress becomes severe, an intra-urethral opera- 
tion, cutting away the obstruction at the bladder 
outlet may be of service, combined with further 
radiation through the perineum. When this is 
not feasible, a suprapubie cystotomy should be 
done, with or without the introduction of radium 
into the growth from above at the time this pro- 
cedure is carried out. 


Group two is the group in which such pallia- 
tive measures as catheterization and an intra- 
urethral operation are impossible because of the 
obstructive nature of the growth or because the 
patient’s general condition is such that the ex- 
pectaney of life is short. This group, which 
forms the largest number of my patients, had 
best have a suprapubie cystotomy and radium 
employed through the suprapubic wound and 
later through the perineum, or through the rec- 
tum, and possibly further radiation through the 
perineum and rectum. 


_ The third group is one in which I am in 
accord with Dr. Chute. This group is formed 
by those patients in whom it is not possible to 
make a positive diagnosis of carcinoma by the 
usual methods of investigation. The differentia- 
tion between a fibrous prostate, or a large be- 
nign growth with possible co-existence of car- 
cinoma, I am inclined to subject to a perineal 
operation. If the disease proves to be carcinoma, 
I think the best we can do is to employ radium 
in the hope of delaying recurrence, and in so 
doing to supply to the patient, what I choose to 
term, a therapeutic crutch, until we no longer 
need to provide any such subterfuge. 


R. F. O’Netn, M.D., F.A.C.S., Boston: Dr. 
Chute’s papers are always very suggestive and 
this particular one follows the rule. I shall not 
attempt to discuss the subject of prostatic car- 
cinoma—as I understood his paper dealt only 
with a certain number of cases of recurrence 
and with a method of giving relief to these un- 
fortunates. If he can do a perineal operation 
and enable these men to pass urine through 
the urethra even with day-time incontinence, 
he has done a great deal for them. There is no 
argument but that a patient who voids through 
the natural channels, even if more or less in- 
continent, is comparatively more comfortable 
and more easily taken care of than if he had 
any type of fistula. A perineal operation such 
as he describes particularly if a secondary one, 
is not easy and is only for the skilled perineal 
operator. 

I have seen no success in treating these cases 
either with radium or deep X-ray. As to 
suprapubic cystotomy, I do not take quite the 
gloomy view of this procedure that Dr. Chute 
does. True, they require care and the services 
of a nurse or an attendant. I have had a num- 
ber of patients who have ‘‘carried on’’ for some 
time comparatively comfortably under this 
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method. Unfortunately there is an occasional 
ease which is not entirely relieved by suprapubic 
cystotomy and that at times has an annoying 
dribbling from the urethra necessitating the 
wearing of a urinal. 

Of course the type of pain so commonly seen 
radiating down the back of the legs is not re- 
lieved by any kind of drainage. As to the length 
of time these cases have lived—I do not see that 
he has gained anything over the cases that have 
been drained suprapubically—but I should think 
they had lived in greater comfort. Particularly 
in the ease of the man who was able to complete 
his life’s work. 

Of course the co-existence of carcinoma and 
adenoma has long been recognized, and one may 
remove the obstructing lobes suprapubically—to 
have the patient later develop carcinoma in the 


posterior portion of the prostate. This is the 
type of case in which Dr. Chute recommends at- 
tempt at relief by a perineal operation rather 
than by suprapubic drainage. 


Dr. Cuute, Boston, (closing): I am glad to 
see that Dr. Cunningham has shown that there 
are two sides to the treatment of local recur- 
rences of carcinoma of the prostate. However, 
I believe that a part of his discussion, as I un- 
derstood it, was on the primary treatment of 
carcinoma of the prostate rather than on local 
recurrences. In some of the cases in which I 
have done a secondary removal I think it would 
have been quite impossible to introduce radium 
except by making a suprapubic incision or by 
introducing it blindly through the perineum 
which procedure, so far as I know, is no longer 
endorsed. 


ORIGINAL 


ARTICLES 


AURICULAR FIBRILLATION IN AN APPARENTLY NORMAL HEART* 
BY WILLIAM D. REID, M.D. 
URICULAR FIBRILLATION was formerlyplaints were moderate dyspnoea, palpitation, undue 


believed to be a permanent arrhythmia oa 


the heart, as is evidenced by the now obsolete 
nomenclature pulsus irregularis perpetuus. 
More recently, however, it has been recognized 


and a sensation of being “cold all the 


He dated his present illness from the day of an 


automobile accident in May, 1924. Following this 
accident he carried a seriously injured woman up 


that fibrillation of the auricles may occur iN athree flights of stairs without untoward symptoms; 
transient form. If the condition is at all per-this was about 2 P.M. On going to bed about 8 P. M. 


FIGURE 1. Single leads from an electrocardiogram before, and two 
during, quinidine therapy (dates marked on prints). Auricular fibrillation 
is present in all. Jan. 17, 1927. Before quinidine: auricular rate 440+, 


ventricular rate 90-103. Jan. 24, 1927, 2 


P. M. Auricular rate 375+, 


ventricular rate 89-100. Jan. 24, 1927, 5 P. M. Auricular rate ?, ven- 


tricular rate 100-114. 


sistent, its presence is generally considered reli- 
able ground on which to predicate important 
damage to the myocardium. 

In view of the above-mentioned belief, that the 
presence of persistent auricular fibrillation indi- 
cates definite organic disease of the heart, the 
following case report becomes of interest. 


CASE REPORT 


A married man, aged thirty-two years, business 
executive, was seen Jan. 17, 1927. His chief com- 


*From the Evans Memorial. 


that night, he first noted that his heart was beating 
very irregularly. On the advice of a physician he 
remained in bed the following ten days, and “took 
things easy” during the next four months. The heart 
action appeared to be fairly regular if he was quiet 
but quite irregular if he “did anything”. 

In April, 1925, he had an attack of the “flu”; there 
was a temperature of 103° for three days. The patient 
remained in bed one week and “took it easy” for the 
next two weeks. Since then he has never been able 
to spend a full day at his work; he had been unable 
to work continuously for more than two hours 
and then was obliged to return home for rest through- 
out the remainder of the day. At times he has been 
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confined to bed continuously for six weeks. He often 
wakes twice in a night with the sensation of fighting 
for breath. 

He has taken tincture of digitalis in a dosage of 
10 drops t.id. for periods of four to five months. 
Occasionally the dose has been increased to 15 drops 
t.i.d., but never more. Quinidine sulphate in 5-grain 
capsules three to four times per day has been given 
in courses of four, three, and two weeks, off and on 
for a year. The above dose has never been exceeded. 
The patient is unaware of any benefit or harm from 
these drugs and has been told that neither was of 
benefit to him. 


The patient was seen in consultation by a well- 
known internist (both patient and his physicians 
reside outside of Massachusetts). He states that as 
a result of the failure to improve under treatment 
he has been told that his heart would never again 
beat normally. Also, under pressure from the patient, 
his personal physician in January, 1927, gave him 
an opinion that his probable duration of life was 
-about six more years. 


His past history disclosed that he had had scarlet 


fever followed by quinsy sore throat at the age of 


was reached that there was no real evidence of endo- 
crine disorder. 

Roentgen examination of the teeth, skull, sella 
turcica and sinuses showed no abnormalities. 

Roentgen mensuration of the heart and aorta gave 
the following: Total diameter of the aorta 5 cm.; 
right median 7 cm.; left median 7.5 cm.; total diam- 
eter 14.5 cm.; right oblique 8 cm.; left oblique, 6 cm.; 
total oblique diameter 14 cm.; length 16.5 cm. Axis 
is 50 degrees. Total internal diameter of chest 32 cm. 
Heart not generally enlarged; right side somewhat 
dilated. 

Electrocardicgram, Jan. 17, 1927, showed auricular 
fibrillation, ventricular rate 90-103, auricular rate 
440+, QRS = 0.06 second; axis normal. 

Treatment. Jan. 22, 1927, the patient was given 
digitalis leaf 0.4 gm (6 gr) twice. The following 
morning he was surprised to note that he could 
ascend stairs with less shortness of breath than at 
any time since beginning of illness in 1924. 

Jan. 24 quinidine sulphate in a dosage of 0.4 gm 
(6 gr) was given every two hours from 8 A. M. until 
4 P. M., when a final dose of 0.8 gm. (12 gr.) was 
administered. At 8.15 P. M. that evening the resident 
physician detected the presence of normal rhythm. 


tourteen years with complete recovery. Tonsillectomy 
had been performed three months later. At the age 
of twenty-four he was operated upon for gastric 
ulcer, and has had no stomach symptoms since. 

Except for the foregoing he has enjoyed good 
health. He has considered himself athletic, has 
played some baseball, and until the present illness, 
much tennis without ill effects. Most of his vacations 
have been spent engaged in stream fishing. He de- 
nies any form of rheumatism, chorea, or other infec- 
tion. 

His present weight is 170 lbs., a few years ago, he 
weighed about 200 lbs., his maximal weight; height 
5 ft., 11 in. 

Physical examination showed the heart apex im- 
pulse barely palpable in the fifth interspace at the 
left nipple line; the borders of percussion dullness 
within normal limits; no murmurs were detected. 
The rhythm was irregularly irregular, the rate 100+. 
The blood pressure (majority of sounds) was sys- 
tolic 104; diastolic 72. There was no edema. 

Physical examination was otherwise normal. 

Opinion: ‘The heart shows the rhythm of auricu- 
lar fibrillation; otherwise there is no evidence of ab- 
normality of heart. It is my opinion that Mr. -—— 
should do pretty well, as far as his heart is con- 
cerned, if effective treatment is instituted.” 

Subsequent History: The patient was submitted 
to the week of intensive study at the Evans Memorial. 
All laboratory examinations gave normal findings 
save for the rate of the basal metabolism which was 
—14%. He was 11% underweight. The conclusion 


FIGURE 2. Normal rhythm following quinidine therapy. The depres- 
sion of the T waves is doubtless due to the action of digitalis. 


This was confirmed by an electrocardiogram taken 
the morning of Jan. 25. Quinidine was permanently 
discontinued two days later because of mildly toxic 
symptoms. 

Roentgen mensuration Jan. 27 gave the following: 
“Aorta 5 cm.; right median 6 cm.; left median 8 cm.; 
total diameter of heart 14 cm.; right oblique 8 cm.; 
left oblique 5 cm.; total oblique 13 cm.; length of 
heart 15 cm.; axis 50 degrees. Heart within normal 
limits”. 


The patient returned to his home and gradually 
has resumed his work. Now he works the full eight 
hours a day. There was considerable delay in get- 
ting over the lack of physical fitness; the auricular 
fibrillation has not recurred to date (Oct. 15, 1927). 


COMMENT 


The patient had been told by his physician 
that auricular fibrillation has been present since 
the day of the automobile accident in May, 1924; 
the condition has been more incapacitating since 
the attack of the ‘‘flu’’ in April, 1925. It is 
obvious that the digitalis was prescribed in in- 
adequate dosage; the fact that drops average 
but one-third to one-half of the same number of 
minims appear to have been forgotten. Based 
upon this fact, the maximal amount received in 
a single day can be estimated to be between 15 
and 22.5 minims, which is less than the probable 
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amount that a 170-Ib. individual would dispose 
ef during twenty-four hours. The 0.8 gm. (12 
gr.) given Jan. 22, 1927, had a definite thera- 
peutic effect without signs of toxicity. 

Since there was no evidence of abnormality 
in the heart other. than the presence of auricular 
fibrillation, it seemed especially indicated that a 
vigorous effort to restore normal rhythm should 
be made. It was intended to administer courses 
of quinidine in increasing doses until the ar- 
rhythmia was abolished or the patient showed 
toxic effects of a degree to indicate that more of 
the drug would be unsafe; happily success was 
achieved the first day after the administration 
of a total of 2.4 gm. (36 gr.). 

The decrease in the size of the heart shadow 
m the roentgen examination was due to the re- 
moval of the dilatation of the auricles on the 
restoration of the normal rhythm. 

Although no lesion is constantly associated 
with auricular fibrillation, it is known that as a 
rule there are scattered foci of chronic inflamma- 
tion, and that these tend to congregate in the 


auricle. In some hearts these lesions are not 
found’. As far as I am aware, there is little in 
the literature to indicate that auricular fibrilla- 
tion of persistent type occurs in a heart that is: 
clinically normal. This case record is published, 
therefore, to emphasize the fact that sometimes 
auricular fibrillation persisting for many years. 
may occur in a heart that is clinically normal. 


SUMMARY 


A ease is reported of a young man whose heart 
appeared to be clinically normal save for the 
presence of auricular fibrillation, which persist- 
ed for two years and eight months. 

Normal rhythm was promptly restored by the 
administration of quinidine sulphate. There has 
been no return of the auricular fibrillation since 
its disappearance ten months ago. 
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CONVALESCENCE AND BOSTON 
BY JOHN BRYANT, M.D. 


1. HISTORICAL. 


1) London began organized convalescent 
eare in 1840, with the founding of the Metropoli- 
tan Convalescent Institution of London. This 
voluntary organization now maintains in several 
institutions, both in the country and at the sea- 
shore, over 600 of London’s total of 1,000 and 
more convalescent beds. 

2) Paris began organized convalescent care 
in 1640. In 1857, Napoleon III founded at 
Vésinet, a 400 bed convalescent hospital for the 
women of Paris, and at Vincennes, a 600 bed 
convalescent hospital for the men of Paris. In 
the seventy years since 1857, these great muni- 
cipal institutions have given an average of 
twenty-one days of country convalescent care 
to each one of a total of over 1,000,000 patients. 
The patients were in all eases transported from 
the city hospitals of Paris to the country for 
this convalescent care; and on completion of 
their recovery from illness in the country, they 
were returned to Paris, all costs of transporta- 
tion being paid by the hospital system of Paris. 

3) New York recognized the necessity for 
convalescent care in 1801. In 1915, its 300 bed 
Burke Foundation was opened, which has al- 
ready cared for some 70,000 convalescents from 


New York City. New York has over 30,000. 


acute hospital beds and a total of over 3,000 
convalescent beds. New York thus meets the ac- 
cepted standard minimum ratio of one conva- 
lescent bed to every ten acute beds; and New 
York. is constantly planning additions to its 
equipment of. country convalescent beds. New 
York is further planning to include in its. great 


new Medical Center, a new type of convalescent 
hospital teaching unit. 


II. PRACTICAL. 


1) Cleveland and New York have officially 
declared that adequate provision for the care 
of convalescence is a factor indispensable to the 
successful completion of any modern comprehen- 
sive community health program. 

2) Many of the larger cities in the United 
States have, within the last five years, begun 
to plan actively for the better care of their con- 
valescent patients. 

3) All information which (proven in prac- 
tice) is essential to community progress in con- 
valescent care is available on request through 
the Burke Foundation at White Plains, N. Y. 

Also, there is recently, and for the first time, 
available within the covers of a single illustrated 
volume of reasonable size an historical and prac- 
tical survey of work and progress in the field of 
Convalescence. This volume* is published by 
the Sturgis Fund of the Burke Foundation, as 
an aid and guide to those who may desire to 
learn what has been and what may be done to 
improve the quality of the treatment which has 
been and is being given to patients who are con- 
valescent. 

4) A reasonable city planning basis for con- 
valescent care is a minimum of one convalescent 
bed to every ten acute beds, with the convales- 
cent institution providing acreage to the extent 
of about one-quarter acre of land (including 
building sites) per convalescent patient. 


*Bryant, John: Convalescence, Historical and Practical, N. ¥.. 
The Sturgis Fund of the Burke Foundation, 1927. : 
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5) Larger institutions have been proven 
more efficient than small Homes, not only finan- 
cially, but as producers of the desired degree of 
improvement in the health of the convalescent 
patients cared for. 

There will always be a place for the well- 
conducted smaller Convalescent Homes, but the 
mainstay in community convalescent planning 
will prove to be the larger and better organized 
Convalescent Hospitals. 

The Burke Foundation is today recognized as 
a world model for such larger hospitals for con- 
valescents. 


HI. BOSTON. 


Boston has not less than 7,500 acute beds and 
should keep filled not less than 750 beds foi 
eonvalescents. Of this minimum of 7950 con- 
valescent beds, about 200 should be for adul: 
women, and 100 for adult men; this is exclusiv: 
of special groupings, as mothers with infants, 
and adolescents. Such a nucleus of 300 beds for 
adult convalescents should be located in om 
or more large institutions. 

It would be advantageous if such a nucleus o1 
300 adult convalescent beds for Boston should 
be divided between (a) a modern country con. 
valescent branch of the City Hospital, and (b) 
an independent unit which, for present pur. 
poses, might be referred to as the ‘‘New Eng. 
land Foundation for Convalescence’’. 

The Boston City Hospital, with its acute pop- 
ulation now totalling some 1,500 and soon to 
reach toward 2,000, should keep filled an adult 
country convalescent institution of 150 beds 
(10% of the total of acute beds) ; approximately 
100 of these beds should be for women, and 50 
for men. 

The other half of the 300 bed minimum re- 
quirement necessary for the proper care of the 
convalescent adults from Boston’s acute hospi- 
tals could well be located in an institution yor 
which the name ‘‘New England Foundation for 
Convalescence’’ has been suggested. This institu- 
tion should be built to accommodate about 100 
women and 50 men, with the plans based upon 
a probable expansion toward a total of 300 to 
400 beds. It should be located on a plot of 80 
to 100 acres, with a gently rolling southerly or 
southwesterly exposure. Preferably, it should 
be within a distance of one-half hour, but cer- 
tainly it must be located within a distance of one 
hour, of travel by motor bus from its City Ad- 
mission Office. 

The City Admission Office would be the im- 
mediate point of contact between the country 
institution and its city sending sources. New 
patients from the various sources would be as- 
sembled at the City Admission Office for trans- 
portation to the country ; and recovered patients 
would be returned from the country for dis- 
charge, social service contacts, hospital follow- 
up, ete., through the same Admission Office, 


which should function not only thus, but as a 
center of activity in the wider field of follow- 
up and chronic medicine,—a whole field of med- 
ical work that now drifts with too little or no 
organized and developing oversight. 

The proposed New England Foundation for 
Convalescence should receive patients from all 
sources other than the Boston City Hospital, 
which should have its own convalescent hospital. | 

Would the acute hospitals of Boston take ad- 
vantage of the facilities that such a country 
convalescent institution could offer them? There 
is sound precedent for the support of an af- 
iirmative reply. 

Hospitals, insurance companies, and other 
such sources should, in the codperative English 
manner, be able to ‘‘rent’’ convalescent beds in 
che proposed New England Foundation for Con- 
valescence; this would be easily accomplished 
through the simple process of paying the going 
zost per capita per day for bed space occupied 
by patients sent that they might obtain the 
advantages of skilled country convalescent care. 
rhis rational system results in a higher develop- 
ment of convalescent care at a lower cost to the 
smaller sending hospitals and other sources. 

Such a convalescent institution, which could 
be built and maintained at less than half the 
cost per bed involved in present-day construe- 
tion and maintenance of the highly organized 
acute hospitals would accept three types of pa- 
tients, as follows: 


a) The usual post-medical and post-surgical 
cases discharged from the acute hospitals 
as convalescent. 

‘*Preventive’’ cases, (perhaps coming di- 
rectly from their own homes, or through 
outpatient services) which, through such 
preventive convalescent care, averaging 
from two to four weeks of time, might 
expect to avoid the serious breakdowns 
that so often necessitate many weeks, if 
not months, of absence from daily work. 
‘*Holding’’ cases, as cardiacs ete., which, 
by occasionally repeated periods of con- 
valescent care, may be held at a level of 
perhaps semi-self-supporting ability, thus 
retarding, if not indefinitely postponing, 
the appearance of a degree of physical 
decompensation which necessitates perma- 
nent care, institutional or otherwise. 


Boston, as the medical center of New Eng- 
land, should, and perhaps in large measure does, 
set the medical standards for New England. 
This being the case, it is up to Boston to demon- 
strate to the rest of New England an efficient 
method of caring for convalescent patients. For 
this purpose, no other method yet available even 
gives promise of approaching, in degree of 
demonstrable satisfaction, the results obtainable 
through a duplication of the Burke Foundation 
in New York. 


b) 


¢) 
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The Burke Foundation is delivering results 
every day, in the way of restoration of ex- 


acutely ill and half-well patients to a reason- 


able degree of health; and this, often, in spite 
of an unpromising outlook at the time of the 
patient’s arrival in White Plains. Also, the 
opportunity for country life and the gains in 
physical health are only the more obvious bene- 
fits to which its patients testify. For example, 
many graduates of this institution for health 
record with gratitude their appreciation of self- 
support gained through experience in practical 
(not dilettante) occupational therapy; or a 
healthier mental outlook acquired through skill- 
fully applied mental hygiene; or the better prac- 
tical personal habits, as diet, attained as a re- 
sult of personal experience with the common- 
sense hospital routine, and through the frequent 
educational talks by the hospital staff on sub- 
jects hygienic. 

In parenthesis, it is important to note that, 
in contrast to the usual point of view upon the 
segregation of the sexes, the Burke Foundation 
has demonstrated that a reasonable and con- 
trolled mixing of the sexes, to an extent which 
in some measure approximates the normal in 
civil life, may be a distinct and positive aid to 
individual morale and a healthy outlook on life, 
not only immediately, but for long after the pa- 
tient leaves the hospital. 

Boston today has less than 100 convalescent 
beds for adults, none of which are in large or 
modern convalescent institutions. 


Boston today, with a population of nearly 
2,000,000, has no convalescent beds for mothers 
with infants. 


Metropolitan Boston today has a grand total 
of 17 convalescent beds for adult men. These 
17 beds are reserved for men from a total of 
45 beds available for adults at the Jewish 
Frauen Verein Convalescent Home. 


Here, as in other cities, is practical evidence 
that the natural perspicacity of the Jewish peo- 
ple results in their being among the first of the 
groups in any given community to plan prac- 
tically for adequate convalescent care, upon the 
sound economic basis that such care is a mat- 
ter of vital importance to the fundamental prob- 
lem of maintaining for the individual an ade- 
quate measure of wage-earning health. 

By way of contrast, one may pause to com- 
pare the flourishing city of Boston of 1927, 
which supports not a single bed for convalescent 
mothers with infants and has a total of but 17 
adult male convalescent beds (located in a small 
Jewish Convalescent Home for Women), with 
the Paris of 1860. Seventy years ago, when 
Paris was perhaps not so enormously more pop- 
ulous than the vigorous Metropolitan Boston of 
today, Paris had in operation and kept filled a 
total of nearly 400 beds for women, ten per 
cent. of which were reserved for mothers with 


infants; and Paris kept filled a total of nearly 
600 beds for adult men. 

Boston’s present dismally small total of adult 
convalescent beds was but 60% utilized in 1926. 

The convalescent situation here, to be sure, 
is not stationary. It has been changing, but 
distinctly and consistently for the worse, for 
Boston now has nearly 100 less convalescent beds 
than in 1914. | 

Boston, even should she wish to do otherwise, 
is therefore forced to keep her convalescent pa- 
tients, too long and to their detriment, in acute 
hospital beds, at the excessive cost for this type 
of care of $4.00 to $6.00 per day. This un- 
economic arrangement is necessitated by the ex- 
isting lack of organized modern facilities for 
convalescent care, in which maintenance should 
not exceed $2.00 per capita per day. 

Boston may be no worse off in this regard than 
some other cities which are not yet awake to 
the significance of adequate convalescent care. 
but if Boston is only equally backward in this 
regard, Boston fills at any given time, as proven 
in other backward cities, from 10% to 20% of 
her total number of expensive acute beds (some 
700 plus) with patients who, at half the cost, 
would be recovering health faster if transferred 
from the often unpleasant surroundings of an 
acute hospital ward to the greater peace and 
quiet of less expensive beds in well organized 
convalescent hospitals in the country. 

Even if only 500 acute beds were thus wrongly 
occupied, here would be a financial waste exceed- 
ing $1,000 to $2,000 per day in maintenance 
eost; and this, multiplying to a wastage of 
$300,000 to $400,000 per year, should be an item 
worthy of the serious attention of those who so 
generously contribute to the funds of the ex- 
pensive acute hospitals. | 

Boston’s annual medical bill is approximately 
$30,000,000, about one-half of which is con- 
tributed from private sources. Persons in a 
position to speak with some authority have esti- 
mated that, of the $15,000,000 of annual private 
contributions, at least $2,000,000 to $3,000,000 
are doubtless wasted through inefficient expendi- 
ture. An annual total appropriation of $1,000,- 
000 to $2,000,000 per year (less than the prob- 
able amount of present annual wastage) would 
be more than adequate to provide for Boston 
efficient and model care for its convalescent pa- 
tients. 

Intelligent use of convalescent beds improves 
the health of the patients, saves considerable 
amounts of money to the supporters of the ex- 
pensive acute hospitals, and frees some ten to 
twenty per cent. of the expensive acute hospital . 
beds to their proper emergeney use. Conva- 
lescent beds can be provided at less than 50 per 
cent. of the cost of acute hospital beds. Hence, 
up to the standard ten per cent. ratio of conva- 
lescent beds, it is logical and, equally to the 
point, it is sound economics to provide convales- 
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cent beds before adding to any existing equip- 
ment of expensive acute hospital beds. 

The convalescent situation in Boston, as it 
is today, does not reflect much credit upon the 
thoughtful intelligence of this community, for 
a continuation of the present system of neglect 
of our convalescent patients can only result in 
a continuing increase in the number of halt- 
eured persons now being discharged daily with- 
out proper convalescent care from our modern 
acute hospitals; such a continuance must fur- 
ther result in adding ultimately to the number 
of the chronically infirm or helpless older per- 
sons who must be eared for at increased expense 
over longer periods of time, in an increasing 
number of Homes for the Aged Poor, or Homes 
for Incurables. 

Boston prides herself upon being in the fore- 
front of medical progress and has recently rated 
high in health surveys. But Boston lags behind 
other large cities both in studying the problem 
of convalescence and providing adequate 
modern facilities for convalescent patients. How 
much longer is this city to be known as a laggard 
in the fundamentally important matter of ade- 
quate convalescent care? Boston is soon (1950) 
to eelebrate her three hundredth anniversary. 
Might not Boston, to advantage, wake up and 
bring herself up to date, from the point of view 
of proper and adequate care of convalescence, by 
making herself a three-hundredth anniversary 
present of a modern and comprehensive conva- 
lescent organization, thereby saving herself ae- 
tual expense while incidentally and simultan- 
eously improving the health of her citizens? 

Cleveland has stated, after most careful inves- 


tigation, that the convalescent problem of a com- 
munity must be considered not by bits and 
snatches with minor and possibly uncorrelated 
additions here and there, but by ‘‘one central 
and representative group of persons who will 
study the whole problem and, with a long-range 
program in mind, will take each practical step 
as funds are made available. So far as institu- 
tions are concerned, there should be one, rather 
than many, or rather—a group of related in- 
stitutions managed as one.’’ 

W.S. Thayer (1919), basing his opinion upon 
his wide observation and experience as Chief 
Medical Consultant to the A. E. F., stated that 
apart from the fundamental question of diag- 
nosis, the medical man was confronted by two 
problems: prophylaxis, and his duty to the pa- 
tient during convalescence. Thayer pointed out 
that in wartime the value of convalescent care is 
put on its proper basis in the reconstruction pro- 
gram. He noted that convalescent camps had 
proved a valuable factor, with their arrange- 
ments for work, play, rest, recreation, and 
amusement, and further remarked upon the im- 
portance of the psychological element in recoy- 
ery. Thayer also pointed out that ‘‘war statis- 
tics in regard to the duration of convalescence 
have shown the need of convalescent depart- 
ments in connection with large hospitals in 
which may be carried out every arrangement for 
the well-considered rehabilitation, mental and 
physical, of the convalescent patient’’. 

Boston needs a ‘‘ Burke Foundation’’ with its 
own research fund (as the Sturgis Fund of the 
Burke Foundation) to set the pace in Convales- 
cence both for herself and for New England. 


THE ORIGIN OF THE WORD “ANAESTHESIA”* 


BY ALBERT 


HE word Anaesthesia is of Greek derivation 
and signifies lack of feeling or sensation. 
In 1718, it was used by J. B. Quistorpius in the 
title ‘‘De Anaesthesia’. It first appeared in 
English in N, Bailey’s Dictionary of 1721:— 
‘‘Anaisthesia, a loss or Defect of Sense, as in 
such as have the Palsy, or are blasted’’. The 
word was not known to Samuel Johnson. It 
occurred in the various Systems of Nosology 
which were popular in the latter part of the 
eighteenth century. In the system of John Ma- 
son Good, we find: 
“Class IV, Neurotica, 
Function. 
“Order II, Aesthetica, Affecting the Sensation. 


“Genus V, Parapsis, Sense of touch or feeling viti- 
ated or lost. 


Diseases of the Nervous 


2. Expers. Total insensibility to objects 
of touch. Anaesthesia. Linn. Cull. 
Simplex. Confined locally or generally to the sense 


“The President's Address, read at the Fourth Annual Meet- 
moe a the Eastern Society of Anesthetists, at Detroit, Michigan, 
October 3-7, 


1927. 


MILLER, M.D. 


of touch; sometimes accompanied with uneasiness. 

Stupor. Stupor. Sauv. Linn. Sag. 

Tactus imminutus. Darw. 

Numbness. 

Complicata. Complicated with insensibility in sev- 
eral or all the other senses. 

Anaesthesia. Sauv. Sag. 

Alternating with paralysis. Heister. 

Found also, as a symptom, in apoplexy, catalepsy, 
epilepsy, syspasia, and syncope.” 


Parr’s Medical Dictionary, 1819, defined 
‘* Anaesthesia—Insensibility or loss of feeling, 
by touch. A resolution of the nerves occasion- 
ing a loss of feeling, generally a symptom of 
palsy, the same as Stupor.’’ This was the def- 
inition of a word of little use or importance at 
the time of the events described in this paper. 


The first of the events which led to the present. 
use of the word Anaesthesia, to signify induced 
insensibility to pain during surgical operations, 
occurred on the 30th. of September, 1846. On 
September 30th., 1846, the United States was at 
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war with Mexico. Since August, the invincible 
Santa Anna had been in command of the Mexi- 
ean troops, but on September 23rd., he had suf- 
fered an overwhelming defeat at Monterey. 
Word of this battle did not reach New England 
until October 13th., when the news came to Bos- 
ton by the magnetic telegraph from New York. 
At 2 P. M. on September 30th., 1846, the steam- 
ship Great Eastern arrived in New York from 
Liverpool after a voyage of eighteen days. 
Twenty vears later, on its last voyage, this 
steamship would lay the first suecessful Atlantie 
eable. In 1846, two years after its first demon- 
stration, the magnetie telegraph connected the 
cities of Washington, Baltimore, New York, 
Buffalo, and Boston. After flashing the news 
of the arrival of the Great Eastern on Septem- 
ber 30th., the magnetie telegraph went out of 
commission and was silent for forty-eight hours. 
In 1846, a train left New York for Boston at 5 
P. M. every day except Sunday, over the Boston 
and Providence Railroad. These facts are here 
mentioned to show that, on September 30th., 
1846, the era of rapid communication had eom- 
menced but had not made great progress. 

In April, 1846, the Smithsonian Institution 
was organized by Act of Congress. On the 26th. 
of May, the American Medical Association was 
organized at a meeting held at New York City. 
In London, Robert Liston was surgeon to the 
University Hospital and had become pre-emi- 
nent in his profession. He was a Seotchman, 
tall, of a robust constitution and still in the 
prime of life. He had performed the operation 
of lithotomy one hundred and forty times and 
that of lithotripsy, sixty times. 

In Boston, John Collins Warren had early 
attained professional eminence. He had _ suc- 
ceeded his father as Professor of Anatomy at the 
Harvard Medical School and had been chosen 
surgeon to the Massachusetts General Hospital 
three years before its opening, in 1820. He had 
performed every operation known in his time. 
His operation for removal of the upper jaw, per- 
formed on John Garland, December 4th., 1841, 
was done in the following manner: 

“An incision was carried from the external angle 
of the eye to the external angle of the mouth. Two 
flaps were dissected, the left flap to the side of the 
nose, the cartilage of which was cut through at its 
attachment; the right flap was dissected from the 
malar bone, as far as the right branch of the lower 
jaw; the eye was dissected from the floor of the 
orbit, elevated and protected; and an incision car- 
ried through the soft palate. A small oblong simple 
saw was applied to the edge of the orbit immediately 
above the body of the malar bone, across the root 
of the nasal process of the superior maxillary bone, 
then through the alveolus of one of the incisor teeth 
and the solid anterior inferior part of the upper max- 
illary bone. The bony section was completed by cut- 
ting forceps; first through the outside of the orbit, 
behind the nasal process of the upper maxillary bone, 
and finally, through the palatine plate of the upper 
maxillary and palate bones, and extricated from the 


pterygoid process by a chisel passed between this 
and the posterior part of the maxillary bone. The 


operation was completed by a few strokes of the 
knife. The bleeding was not great. The terminating 
branches of the internal maxillary were readily se 
cured; and nothing remained but to close the fright- 
ful chasm by bringing the soft parts over, and uniting 
them by two or three sutures.” 


While Dr. Warren was of a grave and gentle 
disposition, his steady hand accepted as an in- 
evitable accompaniment to its daily task, the 
agonizing screams of its victims. Securely 
bound to the operating table, their struggles to 
escape were unavailing. In 1839, M. Velpeau 
had written :— 

“To escape pain in surgical operations is a chimera 
which we are not permitted to look for in our day. 
A cutting instrument and pain, in operative medi- 
cine, are two words which never present themselves, 
the one without the other, in the minds of patients, 
and it is necessary for us surgeons to admit their 
association.” 


On many achievements outside his profes- 
sional work, Dr. John Collins Warren has left 
his imprint. In 1823, he purchased three acres 
of land across the top of Bunker Hill, scene of 
the Revolutionary battle. For the next twenty 
years, he was Chairman of the Bunker Hill As- 
sociation and was responsible for the laying of 
the corner stone by General Lafayette, the build- 
ing of the monument and its dedication by 
Daniel Webster, in 1843. In 1837, he read a 
paper before the British Association, in Liver- 
pool, on ‘*The Crania of the Mound Indians of 
North America as compared with the Crania of 
the South American Indians of Peru.’’ He had 
obtained several skulls from the mounds of the 
mound-builders on the banks of the Ohio. He 
found a remarkable resemblance between these 
skulls and those of the ancient Peruvians, show- 
ing that the two races, though far apart, with 
ov’her nations intervening, were of a common 
origin. In September, 1846, Dr. Warren, at the 
age of 68, was senior surgeon to the Massachu- 
setts General Hospital, was carrying on his last 
year as Professor of Anatomy at Harvard Medi- 
cal School, and in his spare moments, was setting 
up, in his home on Park Street, the bones of a 
mastodon, discovered the previous year, which 
he had purchased. These were the subject of 
great interest and occupation. Although he 
would later become the third President of the 
American Medical Association, in 1846 Dr. 
Warren was too busy to attend its opening meet- 
ing. 

Nearby, at his office in Tremont Row, William 
Thomas Green Morton, aged 27, was practicing 
the dentistry of the time with some profit but 
without satisfaction. Four years previously, he 
had formed a short lived partnership with Hor- 
ace Wells, who, in 1844, made the unsuccessful 
attempt to demonstrate painless extraction 
under nitrous oxide gas before some Harvard 
students. Morton entered Harvard Medical 
School in 1844, signing with Dr. Charles A. 
Jackson, as preceptor and living at the house of 
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Dr. Augustus A. Gould, one of the visiting phy- 
sicians of the Massachusetts General Hospital. 
He witnessed the dramatic failure of his part- 
ner, Horace Wells, as a student and as a friend. 
Morton had invented an improved process for 
making artificial teeth. He was using this im- 
vention with great success but was handicapped 
by the fact that patients would not submit to the 
agonizing process of having the roots of their 
teeth removed. Following the custom of the 
time, the artificial teeth must be fitted over the 
decaying roots. If he could find some way to 
alleviate the agony attending the removal of 
‘these roots, fame and fortune awaited him. This 
was his constant topie of thought and conversa- 
tion. He considered the work of his former 
partner, Horace Wells, with nitrous oxide; con- 
sulted with his preceptor, Dr. Jackson, in a 
search for other drugs which might safely pro- 
duce insensibility to pain; and most of all, was 
intrigued by the effeet of sulphuric ether. In 
August, a jar of ether had accidentally been 
spilled on the floor. Morton sopped up some of 
the ether on his handkerchief and inhaled the 
vapor. He noted its benumbing effect and said: 
—‘T believe that I could have had a tooth ex- 
tracted painlessly while in that condition.’’ 


On Wednesday, Septem 30th., 1846, at 9 
in the evening, one Eben Y# Frost of 42 Prince 
Street in Boston, applied at Dr. Morton’s office 
- in Tremont Row, for relief from a violent tooth 

ache. He found Dr. Morton in conversation 
with an assistant, Dr. Hayden, and with Mr. A. 
G. Tenney of the staff of the Boston Journal. 
Frost stated that he suffered great pain and 
wished to have a tooth extracted. He was afraid 
of the operation and asked if he could be mes- 
merized. Morton replied that he had something 
better than mesmerism. He seated Frost in the 
operating chair, selected a forceps, saturated his 
pocket handkerchief with ether and directed 
Frost to inhale the vapor. After a few minutes, 
Frost was lost in sleep. It was dark and Hay- 
den held the lamp while Morton extracted a 
deeply seated bicuspid tooth. Following an in- 
terval of strained attention on the part of Mor- 
ton and the two witnesses, Frost awoke and saw 
his tooth lying on the floor. The next day, the 
Boston Journal stated :— 


“Last evening, as we were informed by a gentle- 
man who witnessed the operation, an ulcerated tooth 
was extracted from the mouth of an individual, with- 
out giving him tthe slightest pain. He was put into 
a kind of sleep, by inhaling a preparation, the effects 
of which lasted about three quarters of a minute, 
just long enough to extract the tooth.” 


The enthusiasm of Dr. Morton over his dis- 
covery was boundless. Gone was his vision of 
countless improved artificial teeth, lost in the 
wider vision of relief of pain for all humanity. 
He entirely neglected his dental practice and 
spent every moment of his time in the search for 
a supply of pure ether, in experimenting with 


what he found, and in devising inhalers for its 
use. The principle of the inhaler which he soon 
perfected, has been but slightly improved in all 
the succeeding years. A glass globe was pro- 
vided with two openings. In one was fitted an 
inspiratory valve. The other opening was con- 
nected to a tube on the side of which was an 
expiratory valve. At the extremity of the tube 
was a mouth piece of glass. A sea sponge was 
placed within the globe and was saturated with 
liquid ether. The patient’s nostrils were com- 
pressed by the administrator. As the patient 
breathed through the mouth piece, the air in- 
spired became charged with ether vapor. His 
expiration escaped through the expiratory valve. 
Starting with a cold inhaler, the evaporation of 
ether was hastened and the dosage increased by 
the application to the surface of the globe of a 
towel wet with hot water. 


On Monday following the painless extraction 
of Eben Frost’s tooth, Morton ealled on Dr. 
John Collins Warren, explained his discovery 
and asked permission to try it at some opera- 
tion. In consequence of this visit, he received 
on Wednesday, October 14th, a note from Dr. 
C. F. Heywood, House surgeon to the Massachu- 
setts General Hospital. It read :— 


“Dear Sir: I write at the request of Dr. J. C. 
Warren, to invite you to be present on Friday morn- 
ing at 10 o’clock, at the hospital, to administer to a 
patient who is then to be operated upon the prepara- 
tion which you have invented to diminish the sensi- 
bility to pain. 

Yours respectfully. C. F. Heywoop, 

House surgeon to the General Hospital, 

Dr. Morton, Tremont Row, October 14, 1846.” 


On Friday, October 16th, in the operating 
room of the Massachusetts General Hospital, the 
scene was laid for the most far reaching event 
in the history of medicine. Situated under the 
central dome of the hospital, the operating room 
was reached by a long circular flight of ponder- 
ous, convict quarried stone steps. On entering 
the operating room, one noted the operating ta- 
ble and chair, heavily constructed of wood, the 
cases and table for instruments and the needle 
cushions holding many needles ready threaded 
with sutures. On the farther side were rows 
of benches to accommodate students and spec- 
tators. On the morning of October 16th, this 
operating room was filled with members of the 
staff of the hospital, who had assembled to wit- 
ness the success or failure of Dr. Morton in dem- 
onstrating his wonderful discovery. The oper- 
ation, for removal of a tumor of the jaw, was to 
be performed by Dr. John Collins Warren. At 
10 o’clock, Dr. Morton had not appeared and 
after waiting ten or fifteen minutes longer, Dr. 
Warren prepared to do the operation without 
him. Then Morton hurried in with an apology 
that he had waited for the completion of his in- 
haler. After speaking a few words with the pa- 
tient, he fitted the new inhaler to the patient’s 
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face. A few minutes later, on a sign from Mor- 
ton, Dr. Warren commenced his operation. The 
patient showed no sign of pain. The struggles 
and agonizing screams which had attended pre- 
vious surgical operations, were absent. In the 
supreme moments of history, as in those of life, 
language completely fails to express the emotions 
of those who participate. As the operation 
progressed, a hush fell upon those present, fol- 
lowed by a period of absolute silence after the 
operation had been completed. Finally the spell 
was broken, and, turning to the physicians pres- 
ent, Dr. Warren said, ‘‘Gentlemen, This is no 
humbug.’’ In the evening, at his home on Park 
street, he made this entry in his journal :— 


“Oct. 16—In the morning, went to the Medical 
College to make some experiments on the renovation 
of decayed bones with glue. White glue gives, in 
some cases, a beautiful appearance, and the black 
glue gives great strength. Did an interesting opera- 
tion at the Hospital this morning, while the patient 
was under the influence of Dr. Morton’s preparation 
to prevent pain. The substance used was sulphuric 
ether.” 


On the day following, the Boston Transcript 
said :— 

“We understand that Dr. Morton, at the invitation 
of Dr. Heywood, of the McLean Street Hospital, ad- 
ministered his preparation to produce sleep, yester- 
day morning, to a man who had a tumor extracted 
from the neck. Our informant, who conversed with 
one who’ witnessed the operation, states that the 
man, after inhaling the preparation for a few mo- 
ments, was lost in sleep, giving no symptoms of suf- 
fering while Dr. Warren was extracting the tumor. 
He was totally unconscious of what was going on, 
till near the close of the operation, (which lasted 
longer than usual,) when he drew a long sigh. The 
unconscious state in which the man was, afforded 
the surgeon an opportunity to perform the operation 
expeditiously, uninterrupted by any struggles, or 
shrinking of the patient.” 


The first notice to the medical profession of 
Dr. Morton’s discovery appeared in the Boston 
MEDICAL AND SURGICAL JOURNAL of October 21st. 


“Strange stories are related in the papers of a 
wonderful preparation, in this city, by administering 
which, a patient is affected just long enough, and 
just powerfully enough, to undergo a surgical opera- 
tion without pain.” 


On November 9th, Dr. Henry Jacob Bigelow, 
one of the surgeons of the Massachusetts General 
Hospital, read before the Boston Society for 
Medical Improvement a paper entitled, ‘‘Insen- 
sibility during Surgical Operations produced by 
Inhalation.’’ This paper was published in the 
Boston MEpIcAL AND SuRGICAL JOURNAL of No- 
vember 18th. On November 28th, Dr. Bigelow 
wrote to Dr. Boott of London describing Dr. 
Morton’s discovery. Although communication 
was still comparatively slow, ether was adminis- 
tered in London on December 18th. On Decem- 
ber 21st, Robert Liston performed his first oper- 
ations with the aid of ether. He was enthusias- 
tie at the result and said, ‘‘In six months no op- 


eration will be performed without this prepara- 
tion.’’ Liston wrote to Dr. Boott :— 


“Clifford Street, December 21, 1846. 


My Dear Sir:—I tried the ether inhalation to-day 
in a case of amputation of the thigh, and in another 
requiring evulsion of both sides of the great toe nail, 
one of the most painful operations in surgery, and 
with the most perfect and satisfactory result. It is 
a great matter to be able to thus destroy sensibility 
to such an extent, and without, apparently, any bad 
result. It is a fine thing for operating surgeons, and 
I thank you most sincerely for the early information 
you were so kind as to give me of it. 


Yours faithfully, 
Rospert Liston.” 


To Dr. Boott. 


‘‘The greatest gift of medical science to hu- 
manity’’ was without a name. It was designated 
as 

Dr. Morton’s preparation, 

Dr. Morton’s discovery, 

Etherism, 

Ether inhalation, 

Ethereal inhalation, 

Insensibility in persons requiring surgical op- 
erations, 

Insensibility during surgical operations pro- 
duced by inhalation, and by many other terms 
and phrases. 


In November, Dr. Henry J. Bigelow and Dr. 
Oliver Wendell Holmes met with Dr. Morton at 
the home of Dr. Augustus A. Gould to decide on 
a name which might do away with the cireumlo- 
cution which attended reference to Dr. Morton’s 
discovery. The name chosen at this meeting was 
‘*Letheon.’’ The word did not please Dr. 
Holmes, who at once started search for a more 
deseriptive term. In his copy of Good’s Nosol- 
ogy he found the word ‘‘ Anaesthesia’’ and on 
November 21st sent to Dr. Morton the following 
letter :— 


“Boston, Nov. 21st. 1846. 

“My Dear Sir:—Everybody wants to have a hand 
in a great discovery. All I will do is to give vou 
a hint or two, as to names, or the name, to be applied 
to the state produced and the agent. 


“The state should, I think, be called ‘Anaesthesia.’ 
This signifies insensibility, more particularly (as 
used by Linnaeus and Cullen) to objects of touch. 
(See Good—Nosology, p. 259.) The adjective will 
be “Anaesthetic.” Thus we might say, the state of 
anaesthesia, or the anaesthetic state. The means 
employed would be properly called the anti-aes- 
thetic agent. Perhaps it might be allowable to say 
anaesthetic agent, but this admits of question. 

“The words, antineuric, aneuric, neuroleptic, neuro- 
lepsia, neuro-etasis, etc., seem too anatomical; where- 
as the change is a physiological one. 

“I would have a name pretty soon, and consult 
some accomplished scholar, such as President Everett 
or Dr. Bigelow, senior, before fixing upon a term, 
which will be repeated by the tongue of every civil- 
ized race of mankind. You will mention these words 
which I suggest for their consideration; but there 
may be others more appropriate and agreeable. 

“Yours, respectfully, 


“Dr. Morton.” “O. W. Homes.” 
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The word ‘‘ Anaesthesia’’, which Oliver Wen- 
dell Holmes thus suggested and of which he pre- 
dicted the universal adoption, was not immedi- 
ately accepted. It was first practically used by 
Sir James Simpson in an article published in 
the Journal of Medical Sciences in 1847. Ina 
series of papers published during the same year, 
Simpson also used the words ‘‘ Anaesthetic’’ and 
‘¢ Anaesthetist’’. The terms ‘‘Letheon’’, ‘‘ Ether- 
ism’’, ‘‘Ethereal inhalation’’, and ‘‘Ether in- 
halation’’ continued in use until the word ‘* An- 
aesthesia’’ was finally adopted and generally 
used in its present sense. The prediction of Dr. 
Holmes, that this term would be ‘‘repeated by 
the tongue of every civilized race of mankind’’, 
has been amply justified. Despite the compara- 
tively slow means of communication of the time, 
the rapidity with which Dr. Morton’s discovery 
became known and was put in use, is without 
parallel in history. On September 30th, 1846, 
Morton made his first trial of ether to produce 
insensibility to pain. Sixteen days later, he had 


perfected an inhaler and a method of efficient * 


administration. On October 16th, he gave a sue- 
cessful demonstration of etherization at the 
Massachusetts General Hospital. The physicians 
of the staff of that institution appreciated the 
value of Dr. Morton’s discovery and were un- 
sparing in their efforts ‘to hasten its universal 
adoption. The news was spread through the 
daily papers, the medical journals and by per- 
sonal letters. On December 15th ether was ad- 
ministered in Paris and on December 18th, in 
London. Six months later, inhalation anaesthe- 
sia was known and practiced throughout the civ- 
ilized world. 
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THE PRACTITIONER* 


BY DWIGHT O’HARA, M.D. 


HOSE of us who are young enough to re- 

call our impressions of the medical pro- 
fession prior to our initiation to membership in 
that vocation may reasonably imagine the out- 
look held by many of our patients and their 
families. As I entered the medical school in 
1915, I believed most doctors to be jacks i 
what I have since learned are a great variety 
of trades. The few specialists with whom my 
family had come in contact had guessed wrongly 
on the points at issue, and I held them in no 
gree; awe. One day, when a necropsy was to 
be cone, I was surprised that a specialist needed 
to be called for the operation. <A great-uncle of 
mine, who has now practiced medicine for sixty 
years, had been his own pathologist (he even 
used to raise his own Papaver somniferum) and 
I would have been thoroughly satisfied with his 
examination and verdict. Of course, I now see 
how juvenile such an outlook is, but I suspec 
that it is held throughout life by many intelli- 
gent people. It was this suspicion which first 
gave me the temerity to perform necropsies 
upon my own patients, though I had had no 
pathological training whatsoever. 

If Dr. Mallory chanees to read this, he will 
doubtless recall the day I proudly brought him 
an adrenal gland that on microscopic examina. 
tion turned out to be ‘‘a specimen of normal 
pancreas’, In generously forgiving my path- 
ological atrocities Dr. Mallory has encouraged 
me, during the past two years, to take a -post- 


*Read at a meeting of the Medford Medical S i 
ber 27, 1927. cal Society, Septem 


graduate course, which I now propose to reec- 
ommend to my cdlleagues. In doing so I am 
conscious of placing myself in the position of 
that serious-minded medical student in the dis- 
secting room who named his cadaver Earnest, 
because a friend remarked to him that he ‘‘ap- 
peared to be working in dead Earnest’. I 
solemnly affirm, however, that I am very much 
in earnest on questions concerning the avail- 
ability, the value and the limitations of post- 
mortem examinations by the clinician. 


The availability of post-mortem examinations 
in private practice, as in hospital practice, de- 
pends entirely upon the enthusiasm of the in- 
dividual physician. A very high percentage can 
be had for the asking. One has but to test this 
statement to find that it is true. The man who 
says ‘‘it can’t be done’’ usually means ‘‘it’s 
hard work, and there isn’t anything (financial) 
in it’’. He might be answered in the words of 
John Bright: ‘‘No faithful workman finds his 
task a pastime’’. The fact is, we have allowed 
ourselves to dramatize the lives of our patients; 
we have been content to judge them by Victorian 
standards; we have not acknowledged the de- 
velopment of Mrs. Dollop since the time when 
George Eliot said that she ‘‘became more and 
more convinced by her own asseveration, that 
Dr. Lydgate meant to let the people die in the 
hospital, if not to poison them, for the sake of 
cutting them up ...’’ And yet we do not hesi- 
tate to vaunt the wizardry of modern science! 
Professional apathy is a kind term for those. 
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who can rationalize the situation into the com- 
ment that ‘‘it can’t be done’’. 

Dr. Frederick C. Smith of Marion, Ohio, has 
recently taken a shot at this sort of professional 
apathy. I heartily endorse his statement ‘‘that 
the laity is more appreciative of the need of 
autopsies than is the medical profession itself’’, 
and I would like to take aim at the same bogey. 
During the past two years I have done fourteen 
out of eighteen possible necropsies in private 
practice. Of the four not done, permission was 
given for one, but an inadvertent lack of codper- 
ation on the part of the undertaker caused me 
to abandon it. Two of the others I did not 
ask for because the deaths occurred in outlying 
districts and on days when I was crammed with 
work in Boston. The last was a patient whom 
I had seen but once, and in this ease it is likely 
that permission would not have been given. 
Inasmuch, however, as it was not asked, | still 
ean say that I have yet to be refused a necropsy 
in private practice. On my hospital services 
during the same two-year period seven out of 
twelve necropsies were secured. 

Permission for autopsy is not so easily ob- 
tained in hospital as in private practice. The 
hospital is impersonal; its staff members are 
often strangers to the family; its machinery 
tends to be economic rather than educational. 
It took the nursing profession forty years to 
find this out, and except where academic af- 
filiations force the hospital to recognize its edu- 
cational obligations, the medical profession is 
still reluctant to accept the truth that the bes 
hospitals are the best for the simple reason that 
they are developing their educational oppor- 
tunities. I have heard the recent ruling of the 
American Medical Association, which requires 
for all approved hospitals a necropsy percentage 
of ten in 1927, and fifteen in 1928, attacked by 
the ‘‘it can’t be done’’ philosophers; and I can’t 
refrain from again opening fire on them by 
pointing out that the above seven out of twelve 
(58 per cent.) permissions were obtained by 
what may fairly be deseribed as half-hearted 
etforts. 

Returning to the subject of necropsies in pri- 
vate practice, it is evident that the intimate 
relationship existing between a physician and 
the family of his private patient is one which 
greatly facilitates the request for a post-mortem 
‘‘operation’’. Dr. Smith, in the article just 
quoted, has well said that ‘‘People appreciate 
a sincere and earnest effort to get at the bottom 
of diseases that caused the death of their rela- 
tives’’. Not only is this so, but they take unto 
themselves unwonted homage in the thought 
that they are doing something to help others. 
My practice of making no charge for the 
necropsies I have done, which I will refer to 
later, has credited me with a disinterested atti- 
tude, and has contributed to expressions of grati- 
tude more expansive than deserved. 


My next consideration regards the value of 
necropsies done by the clinician. The value of 
those done by a competent pathologist needs no 
brief; I am now speaking of the value of au- 
topsies done by an incompetent pathologist, and 
I am admittedly personal in my observations. 
Another one of the several excellent articles 
which have appeared this year on the subject 
is that by Dr. Kenneth M. Lynch, in which he 
states that ‘‘when the performing of autopsies 
is left to inexperienced assistants, their observa- 
tions are frequently nil, ineorrect or insufficient, 
their interpretations are apt to be erroneous, 
the value of the autopsy is lost to a varying 
degree’’ ete.*. From his point of view as a path- 
ologist Dr. Lynch is absolutely right, but from 
my point of view as a clinician, a poor necropsy 
is infinitely better than none at all. To sub- 
stantiate this opinion I will briefly state a few 
of the gross secrets which would have been 
buried with my patients had I not blundered 
on to them: a purulent pericardial effusion; a. 
diphtheritie bronchitis; a fistula between the 
gall-bladder and the hepatic flexure of the colon 
which had given rise to an intractable colitis 
before death. In a young woman with myelogen- 
ous leukemia who had clinically died of either 
peritonitis or intra-abdominal hemorrhage, the 
latter condition was found, and the bleeding 
had apparently come from the rupture, not of 
one ovarian cyst, but of one in each ovary. We 
later found that she had succumbed at the time 
of expected menstruation. <A renal caleulus was 
found in a demented old man whose eries of pain 
in the back had been ascribed to a senile cere- 
brum—fortunately the morphine had not been 
spared. A man was in critical condition after 
bleeding from the rectum for three days. A 
sketchy, but accurate history of duodenal ulcer 
of years’ duration was obtained. What could 
be easier? The blood was dark, and undoubted- 
ly came from the chronic ulcer. He was given 
salt solution, his blood was grouped and prepara- 
tions were being made for transfusion and 
laparotomy when he suddenly became very 
dyspnoeic and died. Necropsy showed a 
duodenal ulcer, right enough, two centimeters 
in diameter with a firm fibrous base, but, it 
had not been bleeding! His colon was full of 
his life’s blood. We never found the bleeding 
point, though we localized it somewhere between 
the caecum and the rectum. I am talking of the 
value of the necropsy to the clinician, but in 
this case the surgeon was thankful enough when 
he found what he so narrowly escaped going 
into. I have previously reported the post-mor- 
tem findings in two eases of tumor in the right 
upper quadrant of the abdomen, with the com- 
ment: ‘‘Had the clinical suppositions in these 
two cases been reversed, they would have been 
brilliant’’’. 

For the clinician the fascinating thing about 
gross pathology is its check upon his interpreta- 
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tion of clinical findings. This is an indoor sport 
which the professional pathologist misses. The 
clinician who relies upon ante-mortem findings 
for his speculations doesn’t know the half of 
it. He literally buries his mistakes. It is no 
small part of the value of necropsies to preserve 
the clinician’s humility. A woman in the Out- 
Patient Department of the Boston City Hos- 
pital, last summer, answered by routine ques- 
tion as to the cause of her father’s death by 
saying that ‘‘the doctors thought that he had 
pneumonia, but the embalmer said that it was 
Bright’s disease’. Her inflection left no doubt 
as to what she thought. I started to write her 
answer into the record in a whimsical spirit, but 
before I had completed the sentence, the possi- 
bilities of the incident dawned on me. It is 
no light responsibility, this certification of the 
causes of death. The accuracy of vital statisties 
now depends upon our clinical suppositions. Of 
course, our errors neutralize one another to 
some extent. Those who have had their death 
certificates returned for alteration because the 
causes ascribed were not acceptable from the 
actuarian’s point of view will naturally resort 
to the more frequent use of those diseases which 
are satisfactorily as well as undeniably fatal. 
For instance, I am sure that in certain cases 
‘fold age’’ is a legitimate cause of death, but 
it is not recognized as such, so we please every- 
body by calling it arteriosclerosis. Thus we 
ascribe as a cause of death a condition which 
a patient died with, to be sure, but with which, 
and in spite of which, he had also lived for dee- 
ades. 

We now come to the limitations of necropsies 
by the clinician. There are many of them, 
temporal, economic and technical. Foremost, 
perhaps, are the temporal considerations. In 
private practice deaths have a way of occurring 
at the most inopportune times and places. At 
two o'clock, one winter morning, | and the un- 
dertaker made an examination and then the un- 
dertaker and I embalmed the body—all by the 
light of a kerosene lamp. The undertaker is 
usually anxious to embalm the body as soon as 
possible and on this particular occasion I had 
no time to spare on the following morning. It 
ean be readily seen that the practice is essen- 
tially one for the younger man, the man in 
Osler’s ‘‘dry bread stage’’, whose ‘‘time is now 
his money’’. Far from finding the undertakers 
an obstacle, I have found them a very great 
help. Their embalming rooms have always been 
open to me, although I haven’t been taken into 
their lodge as yet. As soon as they learn that 
you want to do necropsies, they will codperate 
in every way, even to assisting and sewing up 
the incisions. After all, the practitioner’s good 
will is a business asset for them. 

The economic limitations are more formid- 
able. A fatal illness and funeral seriously drain 


the resources of most families and it is a ques- 
tion whether we should do anything to increase 
this inevitable burden, especially when the major 
part of the profit accrues to us. Moreover, those 
families who find themselves in easier cireum- 
stances, and are really well able to pay a path- 
ologist’s fee, usually resent being asked to do 
so. While they are naturally interested in our 
findings, they feel that they are granting us a 
favor rather than buying from us a service. I 
have consequently made no charge for my 
necropsies, although in most instances I have 
relayed a five or ten dollar fee for the path. 
ologist who does the tissue work. When this 
charge is explained it is gladly accepted. One 
thritty man, whose family patronized Boston 
specialists, gave me permission with the ex- 
plicit understanding that no additional expense 
should be incurred. It is generally believed 
that certain pathological laboratories are al- 
ways glad to do outside necropsies for the love 
of it. Except in cases of destitution they are 
not, and there is no reason why they should ke. 
Whether the case is of scientific interest or not, 
the pathologist’s fee should be commensurate 
with that of the physician. 


The crux of the situation is that here is a 
matter the primary importance of which is edu- 
cational, and it cannot be placed on other than 
an educational basis. Nowhere does there exist 
an educational institution which is not heavily 
underwritten. In medical education this is par- 
ticularly true. Inadequate funds in a medical 
school result in wretchedly sub-standard qual- 
ities, and even the schools with adequate funds, 
if there be any such, depend largely on men 
who will work for a dole. Personally, I feel 
that the time I have spent on necropsies is com- 
parable to the tuition fee I would have had to 
pay for a more orthodox postgraduate course. 
On this basis necropsies for the practitioner are 
feasible, but, as I have said, for a variety of 
reasons it is a practice available only for the 
young man—and the young man’s share of pa- 
tients is necessarily small. 


Even if we were to make the extravagant as- 
sumption that our plan is practicable for the 
older clinicians, it is knocked flat by a cursory 
consideration of the technical difficulties in- 
volved. Profitable as my amateur necropsies 
have been to me, I would be the last to intimate 
that they have been anything but a patch on 
the real thing. It need hardly be said that it 
would have been much more profitable for me 
to have stood by as a witness. If, by endowment, 
or by some codperative scheme, the practitioners 
in the vicinity of Boston could have a pathologi- 
eal service for their private patients, they might 
build up a series of case records which would 
be as instructive to medical students as those 
of the Massachusetts General Hospital now are 
to graduate students. Such a series of case rec- 
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ords would be far from a duplication of the 
Cabot series, and yet I believe fully as valuable 
from their viewpoint of practical therapeutics 
in the home. 

In the foregoing paragraphs I have given my 
reasons for stating that in private practice a 
very high percentage of necropsies may be had 
for the asking. The necropsy is of educational 
value to the profession, and, therefore, the 
stricken family cannot be expected to pay for 
it. The only way to utilize the opportunities 
offered at the present time is for the clinician 


to perform his necropsies gratis. Thé clinician, 
however, is not fitted te do this as a matter of 
routine, and so I suggest that the possibility of 
establishing a pathological service for private 
patients be considered by those interested in 
postgraduate medical instruction. 


REFERENCES 


1 wie The Autopsy in Private Practice. J. A. M. A., 89, 8, 
. 675, Aug. 20, 1927. 
2 Autopsies and More of J. A. M. A., 
89, 8, p. 576, Aug. 20, 1927. 
3 O’Hara: anees Months on a Medical Service. 
and Surg. Jour., 194, 8, p. 337, Feb. 25, 1926. 


Boston Med. 


MODERN CONCEPTION OF NORMAL CARBOHYDRATE METABOLISM 


BY GEORGE H. 


URING the last five years countless investi- 
gations conducted in the laboratories of 
physiologists and bio-chemists and in diabetic 
elinies have produced a mass of facts relating 
to carbohydrate metabolism which make some 
revision of our previous conceptions necessary. 
The advent and use of insulin has illuminated 
the dark corners of the subject. Perfusions of 
various organs, with and without insulin, have 
rendered positive many suppositions regarding 
glycogen formation which were indefinite be- 
fore. Recent experiments by Best and his col- 
leagues, in continuation of previous experiments 
by others, have finally accounted for the ‘‘extra 
sugar’’ which always mysteriously disappeared 
from the. blood current. The study of the action 
of glycogenase in effecting the reduction of 
glycogen to glucose is better understood: and 
especially the fact that no glycogenase exists 
in the muscles, and hence, as proved recently 
by Soskind at Toronto, that muscle glycogen is 
not reconverted to glucose to raise the blood 
sugar. The source of both insulin and gly- 
cogenase is now believed to be in the pancreas 
since this organ contains by far the largest sup- 
ply of these two substances; insulin acting as 
the anabolic agent, in raising glucose to gly- 
cogen ; and glycogenase, found in all body fluids 
and tissues except muscles, acting as a catabolic 
agent in reducing glycogen to glucose. Since 
both insulin and glycogenase exist abundantly 
in the blood and body fluids no glycogen can 
be present therein. An equilibrium exists be- 
tween these two opposing forces of metabolism 
and glucose remains unchanged in the blood. 
Also experiments have shown that insulin alone 
in contact with glucose cannot form glycogen, 
but if a piece of muscle or muscle extract be 
added to the solution, glycogen will form. This, 
together with the perfusion experiments, shows 
that insulin and glucose, always found together 
in the blood, do not form glycogen until the. 
reach a body tissue, whereupon glycogen be- 
comes deposited in that tissue. It is now rec- 
ognized also that muscle glycogen furnishes the 
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power and heat of muscular action, exploding 
and breaking up into lactic acid and other me- 
tabolites, but never being reconverted into glu- 
cose by glycogenase, since none exists in the 
muscles. In the earlier experiments on low 
hypoglycaemic states in which there were con- 
vulsions an exhaustion of muscle glycogen was 
found, making it seem as if glycogen had been 
reconverted to glucose to raise the blood sugar ; 
but this was an illusion as it does not occur in 
muscles previously paralyzed by curare. 

It is now believed that glucose can be removed 
from the blood in only two ways and that there 
is no mysterious unknown substance into which 
it is transformed: 

1. By conversion into glycogen by the agency 
of insulin. 

2. By normal oxidation into H,O and COQx. 


Conversion of glucose into glycogen of the 
tissues represents one of the two ways in which 
glucose is removed from the blood, and it is 
because of under-estimating the extent of this 
removal of glucose that the mystery of the dis- 
appearance of the ‘‘extra sugar’’ existed for so 
long. The second way in which sugar is re- 
moved from the blood is by its normal oxida- 
tion into H.O and COs. After each meal fresh 
glucose enters the blood, and the oxidation, as 
shown by the rise of the respiratory quotient, 
increases for about three hours, then falls until 
the next meal. This is what occurs if the blood 
sugar is within normal limits, but in diabetic 
states when the blood sugar exceeds normal 
limits, the R. Q. always rises after adminis- 
tration of insulin. It was thought at first that 
insulin increased oxidation directly, but as 
laboratory experiments did not establish this 
fact, it is now believed that oxidation is hin- 
dered by this excessive concentration of glucose 
and that when the insulin removes the glucose 
from the blood by converting it into tissue gly- 
cogen, the normal concentration is restored and 
oxidation proceeds as usual. 

A new fact in regard to oxidation is now 
realized, When we consider that oxidation of 
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the glucose in the blood and of the glucose de- 
rived from the glycogen, reconverted by the 
action of glycogenase of the tissues (heart, liver, 
ete.,) goes on for 5 or 6 hours following a meal, 
we must realize that this forms an enormous 
vacuum for glucose in the tissues which is much 
greater than was thought possible. It is for 
this reason that much glucose passes directly 
through the liver without being converted into 
glycogen therein, in order to rush through the 
blood directly to the tissues to satisfy this sugar 
hunger and there to be converted into glycogen 
by the insulin which has been previously sup- 
plied to every tissue from the pancreas by way 
of the blood current. The glycogen of the liver 
seems to be a temporary and continually chang- 
ing emergency supply devoted to the purpose of 
regulating the constantly changing blood sugar 
concentration and taking care of the dangerous 
hypoglycaemias. It is comparatively small in 
amount. Any greater demand for glucose has to 
be supplied from the keto acids of proteid foods 
or from the actual breaking down of tissue 
proteids and perhaps fats. 

From these new conceptions of carbohydrate 
metabolism the question as to ‘“‘how insulin 
acts’’ must be answered as follows: It has only 
one proved function so far i. e. the duty of con- 
verting glucose into glycogen when in contact 
with living tissue. 

A word picture of the working of earbohy- 
drate metabolism in the light of these new con- 
ceptions, would be somewhat as follows: 

The pancreas sets free in the blood the two 
active agents of metabolism, insulin, from the 
Islands of Langerhans, and glycogenase, an 
enzyme from unknown sources, and these are 
transported to the various tissues of the body. 
A stream of glucose absorbed from the intestines 
flows through the veins and lymphaties into the 


general circulation, drawn by the suetion of 
the vast sugar vacuum created during the pre- 
ceding hours by the normal oxidation taking 
place in the tissues in the performance of their 
functions. 

As this stream flows through the various or- 
gans as the heart, liver, muscles, ete., meeting 
insulin everywhere, each one converts into gly- 
cogen by means of the insulin contained in it. 
its own proper reserve supply for the hours en- 
suing before the next meal. The liver retains 
enough to regulate the blood sugar during these 
hours, the heart enough to keep up its perpetual 
beating, the muscles a large amount so as to be 
ever ready for explosive muscular action in 
emergencies. It is for this reason that no gly- 
cogenase exists in the muscles so that their sup- 
ply may always remain abundant and never be 
reduced by glycogenolysis. 

This is a simple picture of normal metabolism. 
In diabetes, where the amount of insulin is de- 
ficient, less glycogen is deposited in the tissues. 
an excess of glucose accumulates in the blood 
and flows over the threshold into the urine. The 
deficiency of glycogen deposition in the muscles 
undoubtedly accounts for the muscular weakness 
of diabetics, and it must be remembered when 
advoeating exercise for patients that the heart 
is a very important muscle. In fact, all organs 
and tissues decrease in function when there is 
a deficiency of glycogen deposition, which per- 
haps, may be an element in the general collapse 
of all functions when the disease has progressed 
to the comatose state. 
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PROGRESS IN PEDIATRICS 


BY JOHN LOVETT MORSE, M.D. 


HERE has been little, if any, real progress 

made in Pediatrics in this country during the 
past vear. Pediatrics is, however, in a healthier 
condition here now than it was a year ago. Much 
has been done to show that the elaims which 
were made for certain of the newer methods of 
infant feeding were exaggerated and unjustified 
and that some of the explanations for the sue- 
cess claimed for them were erroneous. The con- 
tinned study of rickets has’ shown that the 
metabolism in this disease is not as simple as it 
seemed a few years ago and that great care must 
be exercised in drawing conclusions. Most im- 
portant of all is the exposure of the extrava- 
gance of many of the claims which were made 


for ultraviolet irradiation and the efforts which 
have been made to arrive at a scientific basis for 
the use of ultraviolet irradiation in practice. 
Little, if any, more progress seems to have been 
made in other countries, although, apparently 
there was less need for correction and rearrange- 
ment of facts on the other side of the water than 
here. 


INFANT FEEDING AND RICKETS 


Victor E. Levine, Prof. of Biolog. Chem. and 
Nutrition, Creighton University, Nebraska, in a 
paper on Pasteurized Milk as Food for the In- 
fant, (Archives of Pediatrics, 1927, 44, 273.) 
concludes that, while in the pasteurization of 
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milk we have found safety in one direction, it is 
a method which may show decided harm in other 
directions. It is impossible to abstract this ar- 
ticle completely, as it is itself a summary. He 
ealls attention to the facts that pasteurization 
does not destroy the toxie products of bacteria, 
that dead bacteria are not innocuous, that pas- 
teurization destroys only a portion of the bac- 
teria present, that bacteria grow in pasteurized 
milk and that pasteurized milk may be again 
contaminated. He suggests that pasteurization 
may be sanitation at the wrong end. He men- 
tions the thermolability of the antiscorbutie sub- 
stance, the action of heat on the proteins of milk, 
the precipitation of calcium oxide in milk by 
heat, the reduction in the number of free ions 
and the action of heat on the biologie and nutri- 
tive values of foods. This article suggests, even 
if it does not prove, that pasteurization may not 
be the innocuous procedure which its proponents 
claim it to be. 


Florence L. MacLeod has studied the Antiscor- 
butic Vitamin Content of Milk of Stall-fed Cows 
Throughout the Year, (J. A. M. A., 1927, 88, 
1947.), using guinea pigs in the tests. She 
found that the antiscorbutie value did not vary 
throughout the year. It was greater than that 
of average milk from pasture-fed cows. Her 
work shows that the milk of stall-fed cows which 
are given a well balanced, uniform diet through- 
out the year will not show seasonal variations in 
its antiscorbutic value. These cows received a 
good quality of ensilage throughout the year. 
She attributes the high antiscorbutic value of 
the milk to the ensilage, and believes that by giv- 
ing a good quality of ensilage, the antiscorbutic 
potency of milk may be raised to and kept at a 
high level. 

Hess and his associates have studied at consid- 
erable length The Peptic Digestion of Cow’s 
Milk and the Effect of Various Modifications 
Used in Infant Feeding, (J. A. M. A., 1926, 87, 
1360.). They eall attention to the fact that the 
slower and less complete digestion of cow’s milk 
is usually ascribed to its high buffer action and 
to the hard, tough curds formed in the stomach. 
They say that most of the adaptations of cow’s 
milk to infant feeding have had as their object 
the correction of the curd or of the pH. Boil- 
ing, alkalizing and predigesting and the addition 
of starchy diluents had, as their object, the pre- 
vention of a hard, leathery curd. The acidifica- 
tion of milk aims to change the pH to favor 
peptic digestion. The object of their work was 
to compare the various modifications used in in- 
fant feeding with reference to the rate of gastric 
digestion and to determine the relative impor- 
tance in the digestive process of the character of 
the curd and the pH. Peptic digestion experi- 
ments were carried out in vitro and later with 
young puppies, vomiting in them being induced 
by apomorphine. It is impossible to describe all 
the experiments or to give all the conclusions. 
A few of the most important are: 


In dogs there is no immediate response in the 
secretion of hydrochloric acid as a result of 
feeding modified milks. The changed pH of the 
gastric contents in the early part of digestion is 
the result of acids or alkalis introduced in the 
milk. After the curd has formed, the whey 
passes rapidly from the stomach and the acidity 
then present is the result of normal gastric secre- 
tion. Question arises as to whether the improved 
digestion of the acid and boiled milks is not due 
to the effect on the curd formation and to de- 
naturization of the protein, rather than to a low- 
ered pH. Lowered pH can apparently be of 
importance only during the early stages of diges- 
tion, before the whey has left the stomach. 
Added acids leave the stomach with the whey. 

They found cultured lactic acid milk superior 
to all other acid milks in its effect on peptic di- 
gestion and in the character of the curds formed. 
Orange juice gave the highest total soluble pro- 
tein. Both orange and lemon juice introduce 
vitamins, mineral constituents and additional 
alkaline buffer salts. They seem to them, there- 
fore, to be the logical choice for continued feed- 
ing as additions to raw, pasteurized and boiled 
milk. 

Flood, Calcium Balance with Hydrochloric 
Acid Milk, (Amer. Jour. Dis. Children, 1926, 32, 
550.), states that his observations of the rachitic 
infants in the St. Mary’s Hospital show that the 
rachitic bones in these infants heal much faster 
on hydrochloric acid milk than on any other 
formula. He also states that no case of rickets 
developed in 325 normal infants fed on hydro- 
chloric acid milk!!! Because of these observa- 
tions, he studied the calcium metabolism in two 
normal and three rachitic infants on both sweet 
milk and acidified milk mixtures. One of the 
rachitie infants had mild, another moderate, and 
a third severe rickets. He concludes that hydro- 
chloric acid milk increases the retention of cal- 
cium chloride in rachitic infants, but has no 
effect on the calcium metabolism of the normal 
baby. He also concludes that hydrochloric acid 
milk has some prophylactic action against rickets 
during the first year, as it insures a high, con- 
stant, calcium absorption during this time. 

Wills, Saunderson and Paterson made a very 
eareful study of Calcium Absorption in Relation 
to Gastric Acidity, (Archives of Disease in Child- 
hood, 1926, 1, 245.). They state that it has been 
assumed that, since calcium salts are soluble in 
hydrochloric acid, inereased gastric acidity will 
increase the calcium absorption and, hence, the 
supply to the body. The converse hypothesis 
has also been advanced to account for the mech- 
anism of the failure of the calcium supply of the 
body in rickets. The same argument has been 
used for lactic acid milk. They also state that 
it is generally accepted as correct that, in active 
rickets, the retention of calcium is decreased and 
that the balance may be negative, that when 
treated by either cod liver oil or ultraviolet light 
the retention is increased, and that all calcium 
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salts that are soluble in an acid medium are 
available as a source of calcium for the body. 
Bearing these facts in mind, they undertook a 
research to determine if it were possible to cor- 
relate a decreased acidity with a poor absorption 
and retention of calcium and vice versa. The 
work was divided into two parts: 


1. The effect of giving acids, or acid forming 
salts, on the calcium balance. 

2. The relation, if any, between the changes 
in ealecium retention that occur in the healing of 
rickets and any change in gastric acidity. 

They sum up their results as follows: 

1. Calcium retention was decreased, the bal- 
ance was negative, in infants fed on hydro- 
chlorie acid milk, or treated with ammonium 
chloride : in the first ease, the gastric acidity was 
greatly increased and the converse occurred with 
ammonium chloride. 

2. Lactie acid milk feeding led to a slightly 
inereased loss of calcium. The gastrie acidity 
was raised. 

3. In healing rickets, the retention of calcium 
was increased, but the increase in gastrie acidity 
which occurred in the majority of cases did not 
run parallel with this increased retention, but 
rather with the general condition of the child. 

4. Gastrie acidity does not appear to be a 
limiting factor in the supply of calcium to the 
body. 


Bergeim has developed a new method for 
studying The Absorption of Calcium and Phos- 
phorus, (Jour. Biol. Chem., 1926, 70, 29; edi- 
torial in Jour. A. M. A., 1926, 87, 1395.). By 
this procedure, he found that the addition of 
lactose to the diet increased the amounts of eal- 
cium and phosphorus absorbed far more than did 
glucose, sucrose, maltose or starch and that it 
was superior to dextrin. The effect was greater 
on calcium than on phosphorus absorption. The 
influence of lactose and the other carbohydrates 
on ealcium absorption is believed to be due to 
increased lactic acid fermentation in the intes- 
tines with a resulting increase in the acidity of 
the intestinal contents. Lactose is known to 
produce a distinctly acid condition throughout 
the gastro-intestinal tract. Dextrin has a simi- 
lar, but lesser, effect. Other common carbohy- 
drates have little effect, apparently because they, 
or their products of hydrolysis, are very rapidly 
absorbed. He believes that the pronounced ef- 
fect of lactose in increasing calcium absorption 
should be considered in connection with the 
preparation of milks for infant feeding. This 
does not necessarily mean, however, that lactose 
is always the sugar of preference, because sugars 
more readily digested and absorbed and produc- 
ing less fermentation in the intestines may be 
better in certain gastro-intestinal disturbances. 
Lactose will not take the place of antirachitic 
substance or of phosphorus in the diet. When, 
however, calcium absorption is one of the main 
factors to consider, the effectiveness of lactose in 
this direction should be kept in mind. 


Bergeim has used his new method for the study 
of the comparative absorption and secretion of 
calcium and phosphorus in different parts of the 
alimentary tract. Animals rendered rachitic by 
a phosphorus-low diet as well as such animals 
given cod liver oil showed a considerable degree 
of calcium absorption from the small intestine. 
The rachitiec condition could not, therefore, be 
due to a failure of calcium absorption. The ani- 
mals given cod liver oil showed, however, a posi- 
tive calcium balance throughout the intestines. 
Phosphorus secreted into the upper intestine was 
absorbed in the lower, producing an ultimate 
positive balance of this element also. In the 
rachitic animals the calcium absorbed in the 
upper intestine was excreted into the lower in- 
testine, leading to a negative or subnormal bal- 
anee. Coincident with this marked excretion of 
calcium into the lower bowel, there was a failure 
of phosphate to be adequately reabsorbed and, 
hence, a loss of the latter from the body. 

Koch and Cahan in the course of their studies 
of rats on rachitic and nonrachitic diets, found 
that the Inorganic Blood Phosphate, (Amer. 
Jour. Dis. Children, 1927, 34, 187.), is influ- 
enced by many factors, some of which are not 
yet understocd. They believe, therefore, that it 
is not possible, at present, to use the concentra- 
tion of these constituents in the blood as an in- 
fallible criterion for the antirachitic properties 
of a given diet. 

They found that irradiation of young rats fed 
on a rachitic diet had no effect in raising the 
phosphate value, but that it did tend to maintain 
the phosphate value of matured rats on a higher 
level than that of the non-irradiated animal. 
The addition of cod livcx vii io this diet raised 
the phosphate value of young rats to about twice 
the low values, but these values were still appre- 
ciably lower than the normal values for rats of 
the same age. Their results indicate that, while 
cod liver oil raises the blood phosphate to ap- 
proximately normal, and direct irradiation of 
the animal and feeding of irradiated cholesterol 
have some influence in raising blood phosphate, 
it is still possible to obtain a low phosphate value 
and a low product of phosphorus calcium in an 
animal which, so far as roentgenograms and his- 
tologic examination can demonstrate, shows a 
perfect calcification of the bones. | 

Hoag and his associates investigated The Ef- 
fect of Potent Parathyroid Extract on Calcium 
Balance in Infants, (Amer. Jour. Dis Children, 
1927, 33, 910.). The investigation was under- 


taken to determine the eifect of parathyroid ex- 


tract on calcium and phosphorus balance, 
especially in diseases leading to a state of hypo- 
ealcemia, which offered the most obvious indica- 
tion for the therapeutic employment of parathy- 
roid hormone. Infants were studied because of 


their relatively great intake and retention of 


calcium and phosphorus, and because of the 
frequency of disturbances in their assimilation 
of these elements, as found in rickets and 
idiopathic tetany. 
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Seven infants were studied—one normal in- 
fant, four rachitic infants and two with infantile 
tetany. The one normal infant and three infants 
with rickets showed distinct diminution of cal- 
cium retention during the periods in which para- 
thyroid extract was administered. In one patient 
with rickets there were no recognizable roent- 
genologic evidences of either calcium removal 
or deposition in the bones. Two patients with 
infantile tetany showed a slight tendency toward 
increased retention of calcium during the periods 
in which parathyroid extract was administered. 
One rachitie patient showed a more marked in- 
crease in the retention of calcium. A relative 
and an absolute increase in urinary phosphorus 
invariably followed the administration of para- 
thyroid extract. They conclude that, even 
though the influence of potent parathyroid ex- 
tract on the balance of calcium was not found 
to be uniformly unfavorable, its administration 
for any purpose other than immediate, tempor- 
ary elevation of serum calcium should still be 
considered an experimental and not a routine 
clinica] procedure. 


ULTRAVIOLET RADIATION AND IRRADIATION 


Bundesen and his associates studied the Ultra- 
violet Radiation from Sunlight in Chicago, (J. 
A. M. A., 1927, 89, 187.). The solar spectrum 
was photographed daily from November 28, 
1926, to May 16, 1927. They give tables and 
photographs showing data for a considerable 
consecutive period through December and for 
the clearest days from the middle of January to 
the middle of May. Their explanation of the 
original plates shows plainly that the solar radia- 
tion reaching Chicago in the winter months is 
extremely poor in the spectrum region 320 to 
290 my. Under the most favorable conditions 
the lowest detectible lines were in the region of 
310 to 305 in November, December and January 
and are of extremely low intensity there. in 
February, March and April the limits are in the 
region 304 to 300 and by May, the limit is re- 
duced to 299. In March, when Chicago’s atmos- 
phere is commonly heavily laden with smoke, the 
solar spectrum usually does not show any appre- 
ciable light intensity below 310. The reduction 
of the spectrum limits by smoke, expressed in 
intensity, is much greater, however, than the 
reduction in my. would imply. They conclude 
that comparatively little ultraviolet radiation 
of known physiologic significance appears in the 
sun’s spectrum during the winter months in 
Chicago and that the ultraviolet rays are ab- 
sorbed to a significant degree by smoke in the 
atmosphere. 

Hess and Anderson after a very careful study 
by refined methods of 7'he Antirachitic Activity 
of Monochromatic and Regional Ultraviolet Ra- 
diations, (J. A. M. A., 1927, 89, 1222.), come 
to the conclusion that ultraviolet radiations 
shorter than those of sunlight are more potent 


in healing rickets than the effective area of solar 


rays—the band comprising waves from 290 to 
313 mp. A study of monochromatic light dem- 
onstrated the marked potency of the wave 
lengths 280 and 302 my. It showed that activity 
at 313 is very feeble and that this point must be 
regarded as the upper limit of the antirachitic 
field. The area of specific solar radiation is 
markedly circumscribed. A difference of a few 
millimicrons determines whether or not waves 
are effective. During the winter months, when 
the shorter ultraviolet rays do not reach the earth 
and the longer ones are less intense, the width 
of the antirachitie zone of sunlight is only about 
5 my. These observations emphasize the danger 
of the small band of specific radiations being 
filtered from the atmosphere by moisture, dust, 
smoke, and other foreign substances. 


Tisdall (American Jour. Dis. Children, 1927, 
34, 147.) attempted to determine by a series of 
experiments with rats the variations in The 
Antirachitic Effect of sunlight and Skylight 
throughout the year. Each week a series of 
young rats was placed on a rachitie diet. Some 
of the rats were placed outside daily for two 
hours in the middle of the day on the sunny side 
of the laboratory roof, thus receiving both the 
direct rays from the sun and the reflected rays 
from the sky. Others were exposed for the same 
time on the shady side of the roof, thus receiving 
only skylight, and control rats were kept indoors 
in a room with a subdued light. Further control 
rats were placed on a normal diet. The rats 
were killed after 4 weeks and the inorganic phos- 
phate content of the blood and the ash content of 
the bones determined. He found that skylight, 
which is the reflected light from the sun, pro- 
duces an antirachitic effect roughly from % to 
34 of that produced by the available sunlight, 
which, of course, includes the reflected light 
from the sky. The practical application of this 
work is that infants may be placed out of doors, 
but protected from the direct sun, and still re- 
ceive a great antirachitic effect from the reflected 
ultraviolet rays of the sky. 


Dr. Best of the Department of Physiology and 
Hygiene, University of Toronto, measured the 
ultraviolet content of skylight alone and also 
the ultraviolet content of the available sunlight 
during this period. He found that during the 
last week in April and the first week in May the 
ultraviolet content of skylight alone was about 
60% of the ultraviolet content of sunlight. 


Incidentally, these results seem to show that 
there are enough ultraviolet rays in both sunlight 
and skylight in winter to have some action in 
rickets. It is rather hard to reconcile them with 
those of Bundesen and Hess. 

Mackay (Archives of Disease in Childhood, 
1927, 2, 231.) in discussing Artificial Light Ther- 
apy in Infancy, states that among the many 
varied and sometimes conflicting claims advanced 
for the beneficial effects of artificial light ther- 
apy, there appear to be only a limited number 
supported by objective evidence. Critics are 
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now asking what proof exists of improvement In 
health arising out of the use of light clinics for 
children up and down the country, apart from 
those effects, such as the prevention of rickets, 
which may be obtained more simply by the use 
of cod liver oil. It seemed to her, therefore, 
worth while to set forth the results of a control 
investigation of the effect of light therapy on 
infants under conditions similar to those existing 
at many light treatment clinics for young ehil- 
dren. She says that it is obvious that cod liver 
oil is more economical, in both time and money, 
than light treatment for rickets. All the cases 
were out-patients attending the Queen’s Hospi- 
tal for Children or a light treatment center in 
Bethnal Green. Sixty-six cases were treated 
with the mereury vapor quartz lamp and there 
were 137 control cases. The observations ex- 
tended over thirteen months. The patients were 
all infants. They were all subnormal in general 
health and in weight when they came under ob- 
servation. All were given cod liver oil during 
the winter with a view to limiting rickets and 
spasmophilia as a complicating factor from the 
investigation. 

Weight: The rate of gain in weight of the 
controls was approximately equal to that of the 
light eases, whether the light group was consid- 
ered as a whole or comparison was made only 
with a section of cases having more intensive 
treatment. What differences there were, were 
under 24¢ of the normal weight and were prob- 
ably due to chance. 

Hemoglobin percentage in the Blood: This 
was approximately the same in the control and 
in the light group. Light treatment did not 
cure or prevent the development of anemia. 


Resistance to Infection: Comparison was 
difficult, but the amount of intercurrent illness 
in the light group and controls appeared to be 
about the same in winter. In summer the fig- 
ures suggested that the controls showed fewer 
respiratory infections. 

General Clinical Condition: The author’s 
notes, made at the time, suggested that, in the 
late winter and spring months, the light cases, 
as judged by color, general nutrition and appear- 
ance of health, seemed to have made greater 
progress than the control. Nevertheless, no ob- 
jective evidence was obtained to support this. 

She concludes that the fact that no objective 
evidence was obtained that light treatment, as 
here given, was of benefit to the health of the in- 
fants under consideration, emphasizes the need 
of more investigation before authoritative state- 
ments can be made on the uses and limitations of 
artificial light therapy. 

Fries (Amer. Jour. Dis. Children, 1927, 34, 
159 and 166.) states that it has been assumed 
that there is a rise in basal metabolism following 
wtraviolet radiation. She calls attention, how- 
ever, to the almost complete lack of any observa- 
tions proving that this is so. She says that it is 
well known that there is an increase in blood 


calcium and in phosphorus. She says that gen- 
eral improvement in the patient’s condition in 
many ways is said to occur, but such improve- 
ment has not been accounted for constitutionally, 
She wonders if any of this improvement can be 
ascribed to the supposed change in basal metab- 
olism. Her research was to answer this ques- 
tion. Her work was divided into two parts: 1., 
To determine whether there was a rise in basal 
metabolism following therapeutic doses of ultra- 
violet radiation over a long period of time. 2., 
To discover whether there was an immediate rise 
in metabolism following each successive treat- 
ment. 


Her study was very carefully carried out and 
her results well controlled. Three children in 
the hospital and two in the out-patient depart- 
ment were treated with ultraviolet radiation 
three times a week for a month and examined 
again in a month. The basal metabolic deter- 
minations did not vary more than 10%, except 
in one ambulatory ease in which there was a de- 
crease. She concludes that it seems justifiable 
to assume that a series of treatments with ultra- 
violet radiations will not affect the basal metab- 
olism of the majority of children. She also 
found that the basal metabolism preceding and 
following single irradiations usually did not 
vary more than 10%. In all cases in which the 
increase was greater than 10%, there was a 
disturbing environmental factor, which, in itself, 
could hhave explained the inerease. The blood 
pressure and the pulse rate were unaffected. 
She states that it can be assumed, therefore, in 
all probability, that there will not be any change 
in basal metabolism, pulse rate or blood pressure 
in the majority of children immediately follow- 
ing therapeutic doses of ultraviolet light. 


Greenbaum (Amer. Jour. Dis. of Children, 
1927, 34, 80.) calls attention to the Dermatoses 
Due to Light Sensitization. He says that it has 
been known for many years that more or less 
prolonged exposure to the violet and ultraviolet 
rays of the sun, and naturally to those artificially 
produced, may cause not only systemic disturb- 
ances, but also inflammatory and degenerative 
changes in the skin, varying with the person. 
The harmful systemic affects have not been well 
understood. He says that deaths of infants fol- 
lowing short exposure to ultraviolet irradiation 
have been reported. There has been an enormous 
increase in the use of ultraviolet therapy recent- 
ly because of its value in the treatment of certain 
diseases of infants. He says that its application 
in all sorts of ailments is sure to follow. It is 
very important, therefore, at this time to review 
the subject of light sensitization and the clinical 
cutaneous reactions to which it leads. 

He gives a list of the cutaneous light reactions 
and many illustrative eases. He emphasizes the 
personal susceptibility to and the dangers of 
ultraviolet irradiation in patients sensitive to 
light. He says that, with the exception of 
hematoporphyrinuria, there are no diagnostic 
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signs or symptoms of the presence of the poten- 
tial. light sensitization in very young children. 
When ultraviolet therapy is to be used in in- 
fants, therefore, test doses to determine the tol- 
erance or sensitivity of the skin should be used. 
In older children, a recurrent eruption on ex- 
posed surfaces, particularly if it is associated 
with scarring, should be viewed with suspicion. 

Hess (J. A. M. A., 1927, 89, 337.), in a paper 
entitled the Antirachitic Activity of Irradiated 
Cholesterol, Ergosterol, and Allied Substances, 
reviews in considerable detail the recent work on 
cholesterol and its activation. He presents evi- 
dence which shows that it is probably not choles- 
terol but an impurity which is_ activated. 
Ergosterol can certainly be activated and, when 
activated, is about 500 times as potent as irradi- 
ated cholesterol. He states that it is possible 
that ergosterol is the essential impurity in choles- 
terol and that activated ergosterol is the antira- 
chitie factor or vitamin. He says that it would 
seem more probable, however, that other unsat- 
urated sterols will be discovered which can be 
rendered antirachitie by ultraviolet rays and 
that ergosterol is merely one member of this 
group. Ergosterol is easily extracted from 
yeast. 

In other parts of this paper he states that the 
most practical application of an irradiated food 
is the use of irradiated dried milk for infant 
feeding. In order to avoid the development of 
a disagreeable taste or odor and the destruction 
of the fat-soluble and antiscorbutie vitamins of 
milk, the irradiation should be for only two min- 
utes at a distance of one foot. The specific 
activity of the milk is maintained for a period 
of at least six months. Irradiated yeast may be 
used instead of ergosterol as an antirachitie. 

Hess, Weinstock and Sherman (J. A. M. A., 
1927, 88, 24.) Developed Antirachitic Properties 
in Human Milk by Irradiating the Mother. They 
refer to the work of. others showing that the 
antirachitie value of an animal’s milk can be 
intreased by irradiation with the mercury vapor 
lamp. They also refer to the fact that the loss 
of salts in lactating animals is diminished or 
stopped by irradiation. They note also that 
sunlight is not sufficient to stop this loss. They 
eall attention to the difference between the lac- 
tating cow and the woman in that the cow se- 
cretes one half as much milk as she thas of blood, 
while a woman secretes only one seventh as much 
milk as she thas of blood. Nevertheless, they 
suggest that the irradiation of nursing mothers 
may diminish trouble with their teeth. 

They found that the milk of a woman had no 
curative effect when given to rats on a rachitie 
diet. After she had been irradiated, however, 
every other day for a month, her milk cured 
rachitie rats. 


PROTEIN NEEDS AND ‘‘ PROTEIN FEVER’’ 


Bartley, in his paper on the Protein Require- 
ment as Determined in Diabetic Children, 


(Amer. Jour. Dis. Children, 1926, 32,. 641,) 
states that in formulating optimum diets for 
children, it has been considered necessary to 
preseribe a high protein as a primary food factor 
essential for normal growth and development. 
The aim of this investigation was to determine 
the actual minimum protein requirement in chil- 
dren. This may be defined as that amount of 
protein which will establish a positive nitrogen 
balance, prove adequate for growth in stature, 
promote normal.development and allow the child 
to gain weight at a normal rate. An excellent 
opportunity for the work was offered by a group 
of diabetic children which were available for 
study over long periods of time. He says that 
children require more protein per kilogram than 
adults, because they must grow and develop, but 
it is not likely that they should require from 300 
to 400% more than the generally accepted adult 
requirement of 0.66 gm. per kilogram to fulfill 
these additional requirements. 


His conelusions are: 


1. Children between the ages of four and 
fourteen maintain a positive nitrogen balance, 
grow in stature, gain weight at a normal rate 
and develop normally, when supplied with 0.6 
to 1.0 gm. of protein per kilogram of body 
weight, provided (a) their caloric requirement 
is fulfilled, and (b) the diet is adequately chosen 
from foods rich in vitamins. 

2. The protein requirement of children is a 
function of the ingested calories, varying in- 
versely with the caloric intake. 

3. The protein requirement of children bears 
no relationship to the fatty acid: glucose ratio, 
provided it is compatible with the persistent 
absence of ketosis. 

4. The protein requirement of children 
varies inversely with age, and is directly propor- 
tional to the rate of growth. 

d). It is possible to feed diets much lower in 
nitrogen than is usual. Provided the caloric 
requirements are fulfilled, the diet is rich in 
vitamins and is adequately chosen from vege- 
table and animal sources, no evidences of protein 
starvation will be manifested. 


Hoag and his associates (Amer. Jour. Dis Chil- 
dren, 1927, 34, 150.) brought on fever, without 
other symptoms except thirst, restlessness and 
dry skin, by the administration of diets contain- 
ing a proper concentration of either ‘‘Casec’’ or 
‘*Casein-Harris’’, purified egg-white protein, 
urea or sodium chloride. All the symptoms were 
relieved promptly by giving large doses of water 
by mouth. Water under the skin was less effect- 
ive and physiologic sodium saline solution given 
by mouth or under the skin was almost totally 
ineffective in reducing fever. The fluid treat- 
ments that were successful produced profuse 
perspiration. The defervescence of the fever 
was not necessarily accompanied or preceded by 
a lowering in the concentration of the blood non- 
protein nitrogen. Studies of the respiratory 
metabolism showed that a high protein diet did 
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not cause fever when accompanied by sufficient 
water. Their results confirm the belief that 
urea has no ‘‘specifie dynamic action”’, and em- 
phasize the importance of vaporization of water 
in dissipating heat during defervescence of these 
fevers. They were unable to demonstrate anti- 
gen in the serum at the time of ‘‘ protein fever’’. 

These observations all suggest the possibility 
that end-products of the ingested pyretogens, 
whether they are stored in the tissues or excreted 
by the kidneys, bind osmotically more water 
than is received in the fever-producing diets. 
The depletion of the body reserve of water 
through attempts to remedy this deficiency cur- 
tails the amount available for vaporization and 
thus interferes with heat dissipation to such an 
extent that fever develops. 

Baumecker and Schénthal (Zeitschrift fur 
Kinderheilkunde, 1927, 41, 669; abstract in 
Amer. Jour. Dis. Children, 1927, 34, 107.) accept 
as facts that there is an increase of urea in the 
blood and increased diuresis in albumin fever. 
They gave infants in addition to concentrated 
food, added amounts of albumin corresponding 
to the nitrogen need. There was an increase of 
temperature in the majority of cases which 
acted like a relative water-starvation fever. In 
comparing albumin fever and urea fever they 
found that the latter set. in later and that the 
temperature rose less sharply. With urea fever 
there was a quicker excretion of the surplus 
nitrogen and a stronger diuresis than in albu- 
min fever. They conclude that albumin leads 
not directly to a dynamic albumin fever, but to 
a relative water-starvation fever by increase of 
the water output. 


SIMPLE CONGENITAL ANORECTAL STRICTURE WITH 
MEGACOLON IN EARLY INFANCY 


Brennemann (J. A. M. A., 89, 662.) reports 
six cases. In all of them there was marked ab- 
dominal distention, due to an overdistended 
colon, obstinate constipation, and evidences of 
great distress. Most of the patients vomited. 
In some, coils of intestine and increased peristal- 
sis could be seen and in others, not, probably 
depending on the thickness of the intestinal wall. 
In all of them there was apparently an identical 
anatomical condition, that is, a sharp, short, 
firm, constricting ring just above the sphincter 
ani, that is, from 1 to 3 em. from the outside. 
The ring varied in caliber in different cases. In 
all it offered decided resistance to the examining 
finger, but in all yielded reluctantly, but slowly, 
and in all remained dilated with the insertion of 
each larger finger and in all remained perma- 
nently dilated and functionally normal. 

Superficially, these cases resemble Hirsch- 
prung’s disease. They do not belong in that 
category, however, if the term is restricted to 
the original conception of Hirschprung, that is, 
an idiopathic congenital dilatation and hyper- 
trophy of the colon without demonstrable distal 
obstruction in the intestine. The true explana- 


tion of these congenital, anorectal strictures 
would seem to be found in an embryonic arrest 
of development. 


VON JAKSCH’S ANEMIA 


Cooley (Amer, Jour. Dis. Children, 1927, 33, 
786.) discusses the question as to whether there 
really is such a condition as von Jaksch’s anemia 
and, if there is such a condition, what is its de- 
scription and definition. He believes that there 
is Such a condition and gives a description of the 
clinical manifestations and of the blood. His 
description and the reasons for his belief are too 
long to abstract. In brief, however, he believes 
that von Jaksch’s anemia belongs in the class of 
the hemolytic anemias. 


. THE WORLD’S CHILDREN 


The Dangerous Age in Employment 


Children 16 and 17 years of age suffer proportion- 
ately more injuries while at work than children 
either older or younger, according to a recent report 
of the Wisconsin Industrial Commission on child 
labor in that State. 


Large Double Compensation Awards to Minors, New 
York 


An award of $9,984 was made in a recent year in 
New York State to a boy of 15 for the loss of his arm 
while illegally employed, and another of $9,760 to a 
boy of 16, also illegally employed, for the loss of a 
hand. The New York Bureau of Women in Industry, 
which has published an analysis of the cases of 
double compensation paid to minors for injury during 
illegal employment, calls attention to the need for a 
law to govern the administration of such awards so 
that they will be used in reéducating the disabled 
minors. At present they are paid to the minor or 
his guardian with no stipulation as to how the money 
shall be used. 


Intelligence Tests for Blind Children. 


During the last 10 years, intelligence tests adapted 
for blind children from the tests used for children 
with normal sight have been given in more than half 
the schools for the blind in the United States. The 
Pennsylvania Institute for the Instruction of the 
Blind in Pennsylvania and the Perkins Institute for 
the Blind in Massachusetts have undertaken experi- 
mental studies in the psychology of the blind, in the 
hope that such research will ultimately do for the 
education of the blind what is being done for the 
general educational system of the country, through 
the classification of students according to ability, the 
diagnosis of their individual difficulties, and voca- 
tional guidance. 


Fewer Boy Automobile Thieves in Los Angeles 


The records of the Los Angeles County Jail indi- 
cate that between 1919 and 1926 the average age of 
its inmates decreased from about 31 years to 29 years 
10 months, and that nearly a fifth of the inmates 
were between the ages of 16 and 20. The most fre- 
quent offence was the stealing of automobiles, and 
fully half of these thefts were by boys under 21. An 
educational campaign among young persons and 
their parents, undertaken by the sheriff’s office 
through schools, clubs, and various organizations and 
directed primarily toward the young automobile 
thief, has already resulted in a notable decline in this 
type of offense.—Bulletin of the United States De- 
partment of Labor, Children’s Bureau, Washington. 
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CASE 13521 
SIX WEEKS’ JAUNDICE 
MEDICAL AND SuRGICAL DEPARTMENTS 


A married Canadian woman fifty-five years 
old was sent in October 17 by her physician for 
study of jaundice and epigastric pain. 

During the last week of August she began 
to have a feeling of fullness in her abdomen 
after eating, to belch gas and at times to have 
distention. A week after the onset she began to 
have icterus, which had steadily increased. 
Pruritus was marked. Throughout the illness 
her stools had been clay colored and her urine 
very dark. Soon after the onset she began to 
vomit three or four hours after eating, and con- 
tinued to do so three or four times a week. The 
vomitus was usually food eaten and had only 
rarely been bitter. Her appetite had been poor. 
She had had more or less constant epigastric 
discomfort localized in the midline and extend- 
ing to both sides and radiating at times to all 
parts of the abdomen. It had never been colicky 
or knife-like, and never radiated to the back. 
She had been in bed most of the time for two 
months and not up at all in the past two weeks. 
This had been because of discomfort in attempt- 


ing to stand up straight and recently because of 
increased weakness and distress. For the past 
three weeks her right side had been too sore 
to lie on. The first of July she weighed 186 
pounds, her usual weight for several years past. 
She thought she had lost about ten pounds. 
X-ray studies made September 17 showed evi- 
dence of multiple diverticulitis in the region 
of the lower descending colon and the sigmoid. 
On account of the spasm and general irritation 
accompanying these diverticula the large in- 
testine could not be completely filled with the 
barium enema. Nothing was found that was 
suspicious of neoplasm or any real organic ob- 
struction. In the study of the liver and the 
gall-bladder area the evidence was essentially 
negative. The gall-bladder however admitted 
the dye poorly. This was thought perhaps sug- 
gestive-of chronic cholecystitis, but it was not 
believed that the evidence was sufficiently def- 


| 


inite to warrant a positive diagnosis. The stom- 
ach and duodenum appeared normal. 

Her mother died at seventy-nine of cancer 
of the liver. 

The patient had several attacks of abdominal 
pain and vomiting without jaundice twenty- 
seven years before admission. She had had two 
miscarriages at three months and four healthy 
children. For the past year her bowels had 
been constipated, moving only two or three times 
a week with cathartics. She had a flow of 
bright blood with bearing down pains for two 
hours on two consecutive days two weeks be- 
fore admission, seven years after the menopause. 
She had had hemorrhoids for the past two weeks. 

Clinical examination showed a large woman 
with some evidence of loss of weight, lying in 
apparent distress. The skin and sclerae were 
deep yellow. The heart and lungs showed no 
abnormality. Blood pressure 140/90. The ab- 
domen was distended and tympanitic. The liver 
edge was not felt. No masses were made out. 
There was moderate tenderness in the epigas- 
trium and the left upper quadrant. Pelvic ex- 
amination showed pain on motion of the cervix 
and tenderness in the vaults, more in the left. 
Rectal examination showed external hemorr- 
hoids. 

Before operation amount of urine not re- 
corded, specific gravity 1.010 to 1.020, urine 
dark at all of three examinations, a slight trace 
to a very slight trace of albumin and much bile 
at all. Stools clay colored. Blood: 10,200 
leucocytes, hemoglobin 80 per cent., reds 5,000,- 
000. Bleeding time 5 minutes. Clotting time 
11 minutes. Icteric index 50+. 

X-ray examination—not a Graham _ test— 
showed no visible gall-stones. Examination with 
a barium enema showed considerable spasm in 
the region of the sigmoid and delay in the pas- 
sage of the barium in this region. Along the 
margins of the sigmoid there were small out- 
pocketings of barium which it was thought prob- 
ably represented diverticula. The colon was 
unusually large and redundant. There was con- 
siderable gas in the region of the cecum. The 
examination of the cecum was unsatisfactory. 

Before operation the temperature was 97.6° 
to 99.3°, the pulse 85 to 99, the respirations 
normal. 


A medical consultant reported: ‘‘ Aside from 
the jaundice the striking thing on physical ex- 
amination is the almost complete absence of 
liver dullness by percussion. There is some 
dullness over an area not greater than a rib 
space both front and back. The liver dullness 
may be obscured by excessive gas in the in- 
testines. I should expect posterior dullness how- 
ever in such a case. . . . Exploration seems to be 
the only method of establishing a diagnosis. ’’ 

October 22 operation was done. Bleeding 
continued after it. Transfusion was not done 
because of the hopeless condition of the patient. 
The evening of October 23 she died. 
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DISCUSSION 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


The diverticulitis was entirely in the hepatic 
flexure and the ascending colon. 

Dr. THEoporRE J. EastmMAN: The bismuth did 
not stay put. Dr. George and Dr. Leonard, who 
made this examination, said that it suggested a 
eolitis and possibly a tuberculous one. In the 
bottom of the diverticula were little pledgets of 
bismuth the size of the tip of the little finger, 
and neither by enema nor by bismuth meal was 
any portion returned in that part of the colon. 

Dr. Casot: So, as you understand the X-ray 
reports, the emphasis was on the colitis rather 
than on the diverticulitis. 

Dr. Eastman: He thought it might possibly 
be a colitis secondary to a diverticulitis. I do 
not see mention of a Graham which was done at 
that time, in which the gall-bladder partly filled. 

Dr. Cazot: Then it is neither very positive 
nor very negative. It is half-way. 

Dr. Eastman: No. They could make no flat 
diagnosis. 

Dr. Cazor: If we try to sum up the history, 
the outstanding facts are a rather persistent 
jaundice with gastro-intestinal symptoms not 
characteristic of any particular disease of the 
stomach:or of anything else so far as I see. Then 
towards the end, two weeks before admission, 
comes a symptom from apparently quite another 
direction, suggesting something wrong with the 
uterus. It might bea fibroid. It might be vari- 
ous things. 

Dr. Eastman: It did not amount to much. 

Dr Cazsot: Apparently we do not need to 
put much emphasis on this last chapter. What 
we have, then, is a woman bearing Dr. Bigelow’s 
three marks of gall-stone disease, ‘‘fat, old, 
woman’’ being the etiology according to him. 
She weighs 186, she is fifty-five, and she is a 
woman. 
gall-stones is poor. We have no clean-cut colic, 
no fever, no chill. The radiations of the pain 
are not characteristic, and aside from the general 
etiology there is not much to support it. 

In general we say there are three common 
causes of jaundice: (1) what used to be ealled 
catarrhal jaundice, (2) cancer, (3) gall-stones; 
and so far as I see all of these as well as others 
should be in our minds. 


NOTES ON THE PHYSICAL EXAMINATION 


[ should say that a very considerable propor- 
tion of all women whom one examines show as 
much pelvic tenderness as this, and I could not 
make any inferences from this pelvic examina- 
tion. 

There is nothing wrong with the urine ap- 
parently except bile. 

Again, the blood shows bile and that is all. 


But other than that the evidence of | «< 


The respiration are 
essentially normal. 

‘* Absence of liver dullness by percussion’’ can 
mean either a great deal or very little. It can 
mean a distended colon and nothing more. We 
are always skeptical of it, always want to repeat 
the examination and get it done at different 
times of day when the colon has been emptied so 
far as we can empty it. In Out-Patient Depart- 
ment examinations I used to demonstrate absent 
liver dullness due to distended colon in a patient 
obviously not sick at all. So one is always sus- 
picious of such a statement as that, and ought to 
do all that can be done to get it verified. The 
fact that this medical consultant lays so much 
stress on it seems to mean that they had tried to 
verify it, that it had persisted after purgation 
and at various times of day. ‘ 

I do not see how one can make any connection 
—TI cannot anyway—between the intestinal signs 
revealed by X-ray,—colitis and diverticulitis, 
one or both,—and the jaundice. I know no way 
in which we can connect those two. As she has 
had little in the way of intestinal symptoms, we 
should focus on the jaundice rather than on the 
data about the intestine. The rest of the body 
is essentially negative,—nothing in the kidneys 
or nervous system or gastro-intestinal tract aside 
from these suggestions of diverticulitis. So it 
seems to me the more sensible thing to do is to 
take this from the point of view of the causes of 
jaundice. 

How long has she had it? She has had it just 
over six weeks. We used arbitrarily to say 
catarrhal jaundice does not last more than six 
weeks. That is a perfectly arbitrary statement, 
which means that most of the cases with it clear 
up without any explanation in that time. If 
we were still holding to that it would be a very 
queer case of catarrhal jaundice. But we do 
not now believe in the mucous plug in the 
duodenal papilla. I have seen it just once in all 
my years here. I believe ‘‘catarrhal’’ means 
infectious’’ cholangitis due to unknown organ- 
isms. I do not think we need to consider catar- 
rhal jaundice. 

I have said about all I can about gall-stones. 
We have done what we could to establish that 
diagnosis. <All the facts are negative. That 
does not prove it is not gall-stones. One can 
have gall-stones with only the facts here present. 
But the chances are against it. 

I do not see how anybody can exclude cancer. 
If I am asked where, statistically it is oftenest 
in the head of the pancreas. Cancer blocking 
the bile ducts is as much as we have a right to 
say. 

The thing which the medical consultant evi- 
dently had in his mind, which we do have to keep 
in mind now adays because of the frequency of 
that disease in the last ten years, is acute or 
subacute yellow atrophy. He was thinking of 
that when he was percussing the liver dullness. 
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I see nothing in this case by which we ean rule 
that out. One often gets ascites with it. Often 
one does not. Before death one usually gets 
brain symptoms, convulsions or coma similar to 
what we call uremia. We have no suggestion of 
a cause for acute yellow atrophy and I think we 
always look for a cause. But we do not always 
find it by a great deal. We look for very large 
doses of arsenic in the treatment of syphilis, for 
chloroform, for phosphorus. But in many cases 
we do not find any such cause. 

It seems to me, then, that the diagnosis here 
must, in the minds of those who operated on this 
patient, have rested between acute or subacute 
yellow atrophy (toxic hepatitis), and cancerous 
obstruction of the bile ducts; those two being 
probable, with the possibility still of gall-stones. 
If we take that liver dullness seriously of course 
acute yellow atrophy is the most probable. We 
can say that an ordinary cirrhosis can decrease 
liver dullness too. It can, but when it produces 
so much trouble it usually produces ascites, 
which is not present here. We have no evidence 
of syphilis of the liver,—a_ possible cause of 
jaundice. That is as far as I can go before we 
take the record of operation. 

Dr. Epwarp L. Younea, Jr.: | think it is fair 
to say that in the ward there was no particular 
note made of the liver dullness being decreased, 
other than the medical examination, I think the 
day before the operation. 

Dr. Casot: Did you see her yourself? 

Dr. Younea: I saw her. I did pereuss the 
liver. I think perhaps Dr. Hoyt might say what 
it was when he saw her before. But my impres- 
sion was not of painless jaundice. It was not 
severe pain, but it was not the absolutely pain- 
less Jaundice that we see with cancerous obstrue- 
tion. 

Dr. C. WENtwortH Hoyt: It was a condi- 
tion varying from epigastric distress up to a 
rather mild pain, rather high in the abdomen, 
sometimes in the left, sometimes in the right,— 
usually the left. But nothing colicky. 


Dr. CaBot: Did you see this patient, Dr. 
Davis? 

Dr. Lincotn Davis: Yes, I operated on her. 

Dr. CaBot: Taking what you knew before 


operation, is there anything that has not come 
out that ought to have come out? 

Dr. Davis: I think not. I was afraid that 
it was cancer. I thought there was a chance 
there might be silent stone in the common duct, 
or that it might be one of those rare infectious 
jaundices. I thought even if it were cancer 
possibly we might do a cholecystgastrostomy, 
that is connect the gall-bladder to the stomach 
and relieve the jaundice. But I hoped to find a 
stone in the common duct. 


PRE-OPERATIVE DIAGNOSIS 


Carcinoma of the pancreas with the possibility 
of stone in the common duct. 


‘ 1235 

| OPERATION 
Ethylene. Incision through right upper ree- 
tus. A simple exploration revealed a small dark 


liver with numerous light sears, circular in shape 
and umbilicated in their center. The gall-blad- 
der was contracted and hard. No stones were 
felt. The common duct was very much in- 
durated. The upper edge of the pancreas was. 
also indurated and felt on palpation suggestive 
of carcinoma. Several hard nodules were felt 
along the pancreas. The stomach and duodenum 
were negative. Adhesions between the gall- 
bladder and the colon and duodenum were sep- 
arated with care. Free and persistent oozing 
started up. It was impossible to control this 
except by packing. The wound was closed. In 
spite of very gentle handling there was such per- 
sistent oozing that the wound was reopened and 
a handkerchief gauze packed down to the kidney 
bed. The patient left the table in fair condition. 


FuRTHER DISCUSSION 


Dr. Canot: Is it fair to inquire what you 
thought it was at the end of the operation ? 

Dr. Davis: I thought it was cancer, but I 
was not sure of it. I felt that there was nothing 
to do. It was not a stone in the common duct. 
It was, if 1 may say so, what we may call a night- 
mare operation,—uncontrollable bleeding and 
no vessels to clamp. Surgeons have that sort of 
nightmare at night; this was a daytime night- 
mare. She was under ethyl anesthesia and not 
very well relaxed. The pads up against the 
colon and against the stomach abraded the ves- 
sels of the walls so that they all began to ooze. 
Passing the hand down along the foramen of 
Winslow caused oozing. She seemed to bleed 
everywhere. The liver was small. I had never 
happened to explore a liver with eancer which 
was small. This was a liver that suggested very 
strongly cirrhosis, but the pancreas and the com- 
mon duct suggested cancer. I also thought she 
had eancer of the gall-bladder. 


Dr. Casot: There is nothing to add. On the 
whole, what do we think Dr. Mallory is going to 
say? <A number of ‘‘hard’’ places have been 
mentioned,—the gall-bladder, the common duct, 
the pancreas—and certainly that is the evidence 
on which anybody who thinks this is malignant 
disease would rest. The account of the liver 
does not satisfy me for the liver of metastatic 
cancer, but then I do not know much about the 
liver. It is perfectly possible it is. It does not 
sound to me like any kind of cirrhosis that I 
know. It still sounds more like the.thing we 
eall acute yellow atrophy, in spite of these hard 
places which feel like malignant disease and of 
which I cannot give any explanation. 

Dr. Davis: You spoke of the number of cases 
in which surgeons report a hard pancreas not 
confirmed by the pathologist, and that is very 
true. I do not know of anything harder to de- 
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termine than cancer of the pancreas. Yet a 
surgeon is expected to determine whether he 1s 
dealing with caneer or not, and a good deal de- 
pends on his decision. I came in to this par- 
ticular necropsy when Dr. Mallory was doing it, 
and I felt then very uncertain as to whether 
there was cancer or not. He had the liver ex- 
posed to view, and I said to Dr. Mallory, ** rom 
what you see of this liver, is that cancer?’’ And 
Dr. Mallory, being a pathologist and having a 
large post-mortem knife in his hand, kept mak- 
ing sections. I did not want him to do that. 
And then he said, ‘‘ Yes, it is eancer.’’ 


_ CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD ) 


~ Carcinoma of the pancreas with metastases to 
the liver. | 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Acute yellow atrophy of the liver, or 
Possibly cancer of the biliary passages with 
metastasis in the liver. 


ANATOMIC DIAGNOSIS 


Primary earcinoma of the bile ducts. 

Metastases to the liver. 
-Chronie cholecystitis. 

Cholelithiasis. 
~ Dr. Tracy B. Mauuory: As Dr. Davis has 
told you, I had an unfair advantage over him. 
When I first opened the abdomen I certainly 
could not tell whether it was cancer or not. The 
liver was not enlarged. When we eventually 
weighed it we found it was 1450 grams. That is 
small rather than large. The surface was rela- 
tively smooth, with a large number of white 
areas on it varying from two millimeters to a 
eentimeter in diameter. They were not raised. 
They were a little soft rather than hard, but the 


eenter of each was very definitely umbilicated. 
It seemed to me it was probably cancer, but I 
could not be sure of it. Further dissection 
showed, however, quite definitely that there was 
eancer of the common bile duct extending up 
along both hepatic ducts and invading the liver. 
The hard areas felt in the pancreas were en- 
larged metastatic lymph nodes there. The gall- 
bladder did not contain cancer. Its wall was 
tremendously thickened with a fibrous chronic 
inflammatory process, and it contained numer- 
ous stones. 

There was a considerable amount of free blood 
in the abdomen, evidently the result of oozing, 
us no demonstrable cut vessels could be found. 

Dr. Cazor: It is rather consoling to us as 
clinicians that Dr. Mallory eould not make the 
diagnosis until he came to the microscope. We 
cannot use a microscope during life. 


CASE 13522 
AN UNUSUAL CAUSE OF EPIGASTRIC 
PAIN 


SuRGICAL DEPARTMENT 


First admission. A married American woman 
of fifty-four entered the hospital June 22 com- 
plaining of pain in the epigastrium. 

Six weeks before admission she had a knife- 
like pain in the pit of the stomach which made 
her cry out. It radiated to the umbilicus and 
lasted five minutes. During the following weeks 
she had five similar attacks by day and three 
by night. The attacks had no relation to meals. 
Pills given by her physician gave no relief. 
Five weeks before admission she had dull gnaw- 
ing pain in the epigastrium extending to both 
flanks, constant, not aggravated by food, al- 
though she felt bloated after meals. This per- 
sisted until admission. Three weeks before ad- 
mission she began to show jaundice, which in- 
creased gradually, reaching its greatest intensity 
a week before admission. This also persisted. 
She thought her abdomen had been increasing 
in size recently. She had no nausea, vomiting 
or belching of gas. Her appetite had grown 
very poor. In five weeks her weight had fallen 
from 150 to 132 pounds. Her urine had been 
dark. During the past week she had had on 
an average five watery stools a day. 

Her family history is not significant. . 

She had a past history of general nervous- 
ness and hypertension found at the Out-Patient 
Department of this hospital ten years before 
admission and general nervousness five years 
before admission. Her history shows nothing 
else of significance except indigestion off and 
on for the past year—a lump of gas in the 
throat after meals, relieved by peppermint. She 
passed the menopause nine years before admis- 
sion. 

Clinical examination showed a well nourished, 
moderately jaundiced woman lying in no acute 
distress. Movements were executed with diff- 
culty, apparently on account of weakness. 
Sclerae icteric. The skin showed numerous small 
hemangiomas and over the upper trunk a few 
spidery telangiectases. The abdominal veins 
were distended. Heart and lungs not remark- 
able. Blood pressure 110/50. Abdomen dome- 
shaped, tense; no fluid. Palpation even in a 
hot tub difficult because of tense wall and tender- 
ness over the region corresponding to the stip- 
pled area in the diagram. There was appar- 
ently an enlarged liver extending halfway to 
the umbilical line in the right upper quadrant. 
There was a mass in the left upper quadrant 
which might have been either spleen or liver. 
The mass or masses were very tender and de- 
scended on respiration. 

Urine normal in amount, specific gravity 1.025 
to 1.010, smoky or dark at all of four examina- 
tions, the slightest possible trace of albumin 
once, questionable twice, bile strongly positive 
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three times. Blood: 8,400 to 19,050 leucocytes, 
polynuclears 65 per cent., hemoglobin 80 per 
cent., reds 4,800,000, icteric index 33 to 35, non- 
protein nitrogen 31 milligrams, clotting time 
7 minutes. Fragility test commenced at .36 
per cent., complete at .22 per cent. Clot re- 
traction fair, in appearance like post mortem. 
Stools: yellow or brown, guaiac negative. Was- 
gsermann negative. Vomitus brownish, much 
mucus, no macroscopic blood, guaiac negative. 


Tender mass, 
descends with 
respiration 


Tender to 
palpation 


Rosenthal bromsulphalein test, dose 2.4 cubic 
centimeters; after five minutes 100 per cent., 
after thirty minutes 60 per cent. 

X-ray examination showed the diaphragm 
high on both sides probably secondary to an 
abdominal condition. The chest was essentially 
negative. The lower border of the liver could 
not be definitely distinguished. The spleen was 
not definitely outlined. 

Temperature 102.1° to 98.4°, with daily after- 
noon rise. Pulse 80 to 103. Respirations 20 
to 26. 

A medical and a surgical consultant agreed 
in making no diagnosis but advised operation. 
The patient and her husband refused it. June 
28 she was discharged. 

History of interval. During the next four 
days she had continuous epigastric pain, espe- 
cially a gnawing on the left side. She grew 
constantly weaker and was unable to take any- 
thing except beef extract. 

Second admission, July 2. 

On clinical examination she was deeply jaun- 
diced. Abdomen large, distended, tympanitie. 
with obvious shifting dullness in the flanks and 
fluid wave. The liver edge was down about 
halfway to the umbilicus, apparently smooth but 
hard to feel and very tender. Blood pressure 
110/75. 

Before operation amount of urine normal, 
specific gravity not determined, bile positive. 
Blood: 21,200 leucocytes, hemoglobin 65 per 
cent., reds 3,980,000. Wassermann moderately 
positive. Icteric index 45. Bleeding time 3 
minutes. Clotting time more than 30 minutes 
July 2, between 7 and 11 minutes July 5. 

Before operation temperature 101.1° to 97.8°, 
pulse 90 to 120, respirations 20 to 36. 

July 5 operation was done. The patient made 
a good operative recovery and two days later 
felt much better. July 9 the pain returned and 
she required considerable morphia. There was 


moderate distention. Two magnesium, glycerin 
and water enemas were given daily to keep down 
the distention, which however persisted. She 
took fluids only. She continued to have much 
pain. There was slight blood discharge from 
the rectum with the enemas. July 14 she had 
a rather profuse nosebleed controlled by pack- 
ing. There was also a good deal of blood by 
rectum. Moderate distention was constant. 
July 18 and 19 she had an increased amount 
of rectal hemorrhage and nosebleed. July 19 
she was irrational and the next day more so. 
She lapsed into coma and July 20 died. 


DISCUSSION 
BY EDWARD L. YOUNG, JR., M.D. 
The pain is not characteristic of any one 


ing. 

The fragility test is within normal limits. 

The Rosenthal test is an attempt to show 
whether the liver will take the bromsulphalein 
from the blood. It shows retention of the test 
drug in the blood. What the normal figures 
are I don’t know, but this shows an inability of 
the liver to do what it normally should do. 

Miss Painter: Anything at all after half an 
hour is abnormal. After five minutes anything 
is normal up to fifty per cent. But if there 
is a great deal of ascites it throws out the dos- 
age, which is proportionate to the body weight. 

Dr. Youna: It shows that the liver is dam- 
aged. 

I am glad they refused to make a diagnosis, 
because it sounds very puzzling to me. The fact 
that she has dilated veins in the abdomen of 
course points to interference with the portal 
circulation. We have evidence pointing towards 
a damaged liver,—jaundice and distended ab- 
dominal veins and inability of the liver to elim- 
inate the test drug. But this does not fit into the 
ordinary picture of cirrhosis, because that is an 
insidious disease and does not come with attacks 
of knife-like pain, freedom from trouble be- 
tween times, and a course of only six weeks. 
She has a certain leucocytosis at some time, and 
temperature. Is it possible that this is an acute © 
infectious hepatitis with an enlarged liver and 
damage from that engrafted on a cirrhosis? 
so the pain would be accounted for by the acute 
distension of the capsule of the liver. 

Is it possible that this is a straight surgical 
condition with cholelithiasis? It certainly does 
not ring true to any description of symptoms 
which we ought to have in that condition. The 
distension of the abdominal veins suggests that 
it has in fact been going on longer than the 
patient’s knowledge would suggest. The tender- 
ness that is spoken of low in the abdomen I can- 
not account for. 

I assume that operation was advised on the 
basis of a diagnosis of cirrhosis or of some con- 
dition atypical in itself which might be relieved 
by operation. | 
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~ What do you think, Dr. Cabot? 

Dr. Cazot: It sounds more like what we 
used to call subacute yellow atrophy, or sub- 
acute hepatitis. 

Dr. Youne: Acute infectious hepatitis? . 

Dr. Casot: I do not like to call it infectious. 
Certainly we get it with chloroform and other 
things that are not infections. I think the pain 
is the hardest thing to bring in under that diag- 
nosis. Most of the eases do not have any such 
pain. 

Dr. Youna: Of course there used to be the 
condition called biliary cirrhosis, supposed to 
be very rare, hitting mostly young people. Is 
there such a disease as that to-day? 

Dr. Casot: I think so. Do you, Dr. Mal- 
lory ? 

Dr. Tracy B. Mauuory: Yes, | think so. But 
I think it is a very rare disease. ; 

Dr. Youna: The smoothness of the liver 
would presumably rule out a malignant condi- 
tion, which sometimes does give a large liver 
without the primary focus of malignancy being 
obvious. 

Did she have any intravenous calcium at any 
time? 

Miss Painter: I do not see any recorded, 

Dr. Youne: I do not see anything to make 
me consider liver abseess. There is no etiology 
that is obvious. It is not the septic temperature 
that goes with that, and there is every evidence 
of damage to the portal system which the ab- 
secess would not cause. I do not see how, with 
a definitely smooth liver, we can seriously con- 
sider malignancy; and a rare condition such 
as hydatid cyst ought not to give the evidence 
of diffuse cirrhosis such as this has. I am go- 
ing to say that I cannot make a diagnosis and 
have not even a good bet other than on atypical 
cirrhosis. 

Dr. Capor: 
toxie hepatitis. 


I should lke to say subacute 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Atypieal cirrhosis of the liver? 


PRE-OPERATIVE DIAGNOSIS 


Cholecystitis. 
(‘holelithiasis. 


OPERATION 


Gas-ether. Right rectus incision splitting the 
muscle in its inner third. The liver was found 
to be studded with large metastases of cancer. 
The gall-bladder was small and contracted 
around stones. The primary lesion could not 
well be made out. No seetion could be found 
that could be easily removed for examination. 


FURTHER Discussion 


_ Dr. Youne : I did say that I would not con- 
sider cholelithiasis seriously. I mentioned it to 


throw it out. This is very interesting; because 
we have considered all the diagnoses made and 
that is the story. 

The blood by rectum they say was due to the 
enemas. That is not necessarily so. They may 
have stirred up primary foci in the bowel. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD ) 
Carcinoma of liver. 
DR. EDWARD L. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Atypical cirrhosis of the liver? 
ANATOMIC DIAGNOSES 
1. Primary fatal lesions. 


Aleoholie cirrhosis of the liver. 
Acute toxie necrosis of the liver. 


2. Secondary or terminal lesions. 


Bronchopneumonia. 
Ascites. 
Icterus. 


3. Historical landmarks. 


Healed duodenal ulcer. 
Operative wound, abdominal exploration. 


Dr. Youna: In other words, we cannot be- 
lieve what our hands tell us, even with the hand 
in the abdomen, unless it is very definitely 
backed up by facts. 

Dr. Tracy B. Mautuory: I will read the de- 
scription of the liver. It weighed 2385 grams, 
—considerably enlarged. The surface was very 
slightly irregular without any definite individ- 
ual prominences. It was greenish brown in 
color, in consistency soft and flabby, but when 
the attempt was made to tear it it proved 
tougher than normal. In eross section numer- 
ous slightly enlarged lobules showing deep red 
centers stood out quite prominently. Between 
the lobules deeply green-stained bands of fi- 
brous tissue could be made out. In other words 
we had a cirrhosis. There were, incidentally, 
no stones in the gall-bladder. 

There is a slight further surprise about it. 
The patient did have a longstanding cirrhosis 
of the alcoholic type,—quite definite alcoholic 
hyalin was present in a number of cells. On the 
other hand, between eight- and nine-tentns of 
the liver cells were completely necrotic 

The case is apparently one of acute toxic 
necrosis of the liver, as Dr. Cabot suggested, 
in an already hypertrophie, cirrhotie liver. Con- 
sequently the liver did not shrink and atrophy 
during the course of the month during which 
the acute symptoms have lasted, as one might 
have expected it to. 

An acute bronchopneumonia was a contribut- 
ing cause of death. 

The spleen was enlarged, but no more so than 
is common in most eases of cirrhosis of the liver. 
The other organs were essentially negative. 
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Dr. Casot: Do you feel at all uncomfort- 
able in making a diagnosis of both these kinds 
of cirrhosis in the same liver? 


Dr. Matuory: It is a very unusual condi- 
tion, but I feel quite sure of it in this case. I 
have had two other pathologists go over the 
slides with me, and they both agree that that 
is the most probable explanation. That is, the 
necrosis in this case is an acute affair of only 
a few weeks’ duration, and there is definite evi- 
dence of a cirrhosis that must run back years. 

Dr. Casot: There is an interesting parallell- 
ism between this case and one I saw at the Peter 
Bent Brigham Hospital. The poor clinician had 
said there was no disease, the surgeon tri- 
umphantly demonstrated it at operation, a can- 
cer with metastases, and the pathologist still 
more triumphantly threw him down and showed 
there was no disease. 


— 


RESUME OF COMMUNICABLE DISEASES 
IN MASSACHUSETTS 


NOVEMBER, 1927 


GENERAL PREVALENCE 


The total reported incidence of communicable dis- 
ease for November was not unusual. 


Poliomyelitis was the only common disease with 
more than a normal number of cases reported. The 
incidence has been decreasing very rapidly from the 
peak in October, but is still high as compared with 
the usual November incidence. Whereas in October 
the incidence was about nine times as high as ex- 
pected, the incidence in November was about six 
times as high as expected. 

The number of cases of diphtheria, lobar pneumo- 
nia, scarlet fever, tuberculosis, typhoid fever, measles, 
whooping cough, influenza, German measles, chicken- 


pox and mumps reported indicates that these diseases 
were present within endemic limits. 

During November none of the common communi- 
cable diseases reported had an unusually low inci- 
dence. 


RARE DISEASES 


Anterior poliomyelitis was reported from Adams, 1; 
Andover, 5; Arlington, 1; Ayer, 1; Belmont, 2; 
Berkeley, 1; Bernardston, 1; Boston, 30; Braintree, 
1; Brockton, 2; Brookline, 3; Cambridge, 6; Chelsea, 
1; Dedham, 3; Douglas, 1; Everett, 4; Fall River, 7; 
Framingham, 1; Gardner, 1; Gloucester, 2; Green- 
field, 1; Haverhill, 3; Hingham, 1; Ipswich, 5; Len- 
ox, 1; Lexington, 1; Lowell, 6; Lynn, 5; Malden, 2; 
Mansfield, 1; Medford, 3; Middleton, 2; Milford, 1; 
Millbury, 1; Milton, 1; New Bedford, 2; Newbury- 
port, 1; Newton, 2; North Attleboro, 1; Northbridge, 
1; Pepperell, 1; Provincetown, 1; Quincy, 4; Revere, 
1; Rowley, 1; Salem, 5; Saugus, 1; Somerville, 3; 
Springfield, 1; Sutton, 1; Swansea, 2; Topsfield, 2; 
Waltham, 1; Wareham, 1; West Boylston, 1; West- 
wood, 1; Winchendon, 1; Worcester, 2; Wrentham, 1; 
total, 146. 

Anthrax was reported from Lynn, 1; total, 1. 


Dog-bite requiring anti-rabic treatment was report- 
ed from Belmont, 1; Billerica, 3; Boston, 6; Chelms- 
ford, 3; Danvers, 1; Everett, 2; Fall River, 1; Hing- 
ham, 1; Lowell, 6; Malden, 3; Melrose, 2; Newton, 1; 
Peabody, 3; Quincy, 4; Rehoboth, 1; Revere, 4; Som- 
erville, 1; Winchester, 2; Winthrop, 1; total, 46. 

Encephalitis lethargica was reported from Boston, 
4; Lynn, 1; Salem, 1; total, 6. 

Epidemic cerebrospinal meningitis was reported 
from Boston, 3; Fall River, 1; Lawrence, 1; Malden, 
1; Medfield, 1; Melrose, 2; Uxbridge, 1; total, 10. 

Septic sore throat was reported from Boston, 4; 
Chelsea, 1; Fall River, 2; Springfield, 1; Worcester, 
1; total, 9. 

Smallpox was reported from Plainville, 1; total, 1. 


Tetanus was reported from Brockton, 2; Lowell, 1; 
total, 3. 


Trachoma was reported from Boston, 1; Haverhill, 
1; Plymouth, 1; total, 3. 


MONTHLY REpPoRT OF CERTAIN COMMUNICABLE DISEASES 


Cases in entire population 


Case rates per 100,000 


population 
Nov., Nov., Prosodemic Epidemic Nov., Nov., Expected 

Disease 1927 1926 index index 1927 1926 ratet 
All causes 6,578 5,900 — — 154.1 140.0 — 
Anterior poliomyelitis 146 26 23* 6.37 3.4 6 5 
Diphtheria 542 418 629* FT 12.7 9.9 14.7 
Measles . 1,221 161 1,116* 11+ 28.6 3.8 26.1 
Pneumonia, lobar 324 265 326* 1.07 7.6 6.3 7.6 
Scarlet fever 968 1,191 845* 1.17 22.7 28.3 19.8 
Tuberculosis, pulmonary... 383 386 280* 1.47 8.9 9.2 6.6 
Typhoid fever. 39 43 37* 1.1+ 9 1.0 9 
Whooping cough 606 442 587* 1.07 14.2 10.5 13.7 
‘Chickenpox 953 1,232 22.4 29.2 
German measl 57 36 --- a 1.3 8 — 
Influenza 37 46 — 
Mumps 402 599 _~ -— 9.4 14.2 — 
other forms 55 58 1.3 1.4 


*This Index is an attempt to estimate the number of cases based on the trend during the past years which can be expected 
to occur, and is for the purpose of comparison with the number of cases which actually did occur. 
tThis ratio expresses how prevalent the disease is compared with the index mentioned above; 1.0 indicates that the actual 


number of cases equals the expected number. 
prevalence expected. 


A larger number means a greater prevalence, and a smaller number a 1 
us, 2.0 would indicate twice the expected number of cases, 


esser 
and .5 half the expected number of 


method used to determine the indices is described in the August 18, 1927, issue ‘Of the JOURNAL. 


tCalculated from the Prosodemic Index. 
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THE RABIES PROBLEM 


CoMMISSIONER BicELow of the Massachu- 
setts Department of Public. Health has aeted 
wisely in recommending that all dogs be re- 
strained from running loose for a period of nine- 
ty days. Dog rabies has not only shown an 
alarming increase during the past few years, but 


for the year 1927 it has actually increased, it is 
said, 250 per cent. over the figures for 1926. The 
mad dog may justly be said to strike terror into 
the hearts of a community, for he carries death 
in his fangs and is obsessed with the desire to 
bite what living creatures come into his path be- 
fore he himself suecumbs to his dreadful disease. 
The very fact that the rabid dog may travel 
great distances as a result of his malady ac- 
counts, in part, for its insidious spread, and 
serves as a potent argument in favor of re- 
straint. 

Rabies has always been present among the 
dogs of this country, for we do not enjoy the 
insular protection which Nature has accorded 
the British Isles, and which is made use of 


through a rigid quarantine law. Continenta] 
Europe, on the other hand, has long been a focus 
of the disease which has been endemic among the 
wolf packs of its forests. Indeed, until the dis- 
covery of Pasteur somewhat mitigated its ter- 
rors, the bite of a mad wolf was considered to 
seal a person’s doom. 

From 16 to 24 per cent. has been considered 
the morbidity rate following bites by rabid. ani- 
mals; the mortality rate is practically the same, 
and a rate as low even as this is probably due to 
the fact that the animal’s teeth may be cleansed 
of their virus in bites through clothing. Bites 
about the face are particularly dangerous, for so 
rapidly may the virus reach the brain following 
them that even the Pasteur treatment may be 
ineffective in checking it Following bites in 
other locations the virus may lie dormant for as 
long as a year before giving rise to a fatal infee- 
tion. 

Persons bitten by dogs suspected of having 
rabies should receive the Pasteur treatment 
without delay unless it can be proven that the 
biting animal was not rabid; dogs suspected of 
having rabies should be kept chained and under 
observation until the disease has reached a stage 
where a diagnosis can surely be made. Persons 
who have been in intimate contact with rabid 
dogs even without being bitten should receive a 
modified Pasteur treatment or the fourteen day 
Semple treatment with killed virus. This is es- 
pecially true of those who may have had cuts or 
open skin lesions during the period of their ex- 
posure. 

The active immunization of dogs is not alto- 
gether satisfactory, for frequently it fails in its 
effect, and at best must be repeated annually. 
Universal immunization, however, even taking 
into account its failures, should certainly help 
materially in checking the spread of the disease, 
and if the present prevalence of rabies con- 
tinues, the question of compulsory vaccination 
must be seriously considered. 

On the whole it is the stray dog which consti- 
tutes the menace to the human being and to the 
family dog, and a restraint order such as is now 
in effect, if vigilantly enforced, should result in 
a general elimination of these strays. In any 
discussion which affects the public health there 
are, of course, always a certain number of misin- 
formed individuals ready to raise their voices 
on the slightest provocation ; in respect to rabies 
they will deny its existence, decry the severity of 
the order, and in general make exhibitions of 
their ignorance or of the fact that they regard 
human life less highly than the pleasure or con- 
venience of their pets. Unfortunately, even 
municipal authorities will occasionally cater to 
these individuals rather than accept the judg- 
ment of those who are qualified to deal with the 
problem. The JourNAL places itself on record 
as being squarely behind Dr. Bigelow in his 
decision. 
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STUTTERING AND HIDDEN LEFT- within seven months after the ‘‘shift’’, the 


HANDEDNESS 


Onb of the most distressing of human ills is 
stuttering. The victim, often endowed with an 
intellectual capacity above the average, is not 
only a constant source of annoyance and embar- 
rassment to himself, but his friends have to bear 
the burden with him to a degree that often robs 
the friendship of much of its pleasure, inasmuch 
as the foundations of close association are usually 
built on the exchange of ideas by word of mouth. 
Although the old conversazione of John Hunter’s 
day has gone out of fashion, the informal ‘‘lec- 
ture,’’ as a means of spreading ideas among our 
friends, has not only supplanted it, but, judg- 
ing from the number of ‘‘meetings’’ held 
throughout the winter months in Boston, has 
far exceeded the eighteenth century method. All 
men, and women, of prominence today are asked 
sooner or later (and often sooner) to speak at 
this or that function: the Rotary Club, the 
Y. M. C. A., the college gathering. Few people 
speak well, many badly, but the stutterer must 
always be a listener except on rare occasions, 
when he is among more intimate friends. Even 
in small groups the difficulty is not entirely 
eliminated and the audience, in complete sym- 
pathy with the speaker, may suffer many mo- 
ments of embarrassment also, in their subcon- 
scious efforts to aid the halting voice. This sort 
of ‘‘aid,’’ however, offers no real help, and the 
treatment of stuttering must be along other 
lines. 

Before any realization of the mental aspect 
of stuttering, Dieffenbach divided the lingual 
muscles with doleful results. The problem does 
not lie in the peripheral mechanism of speech, 
even as complicated as they are, but rather in 
the cerebral, and even more complicated, path- 
ways, over which pass the impulses which con- 
trol the integrative function of speech. Some 
striking evidence, bearing out the theory of 
cortical control, has recently been put forth 
by Orton in the November number of the 
Archives of Neurology and Psychiatry, (1927, 
18, 671). He states that there are a number 
of instances recorded in the literature of the 
onset of stuttering when a normally left-handed 
child is coerced into using the right hand for 
writing and of recovery when the use of the 
left hand is permitted. He also gives the story, 
as an excellent example of this phenomenon, of 
a college student, aged 18, who was naturally 
left-handed and who had been permitted to use 
the left hand in writing during his first two 
years in school. He was required, in the third 
grade, to shift to the right hand. The follow- 
ing year he began to stutter. Nine years later, 
although the boy considered himself right- 
handed, it was found that ‘‘he had a markedly 
greater facility with the left.’’ He was ad- 
vised to use his left hand for everything and 


stuttering had entirely disappeared. 

With such an experience in mind, Orton, nat- 
urally, supports the theorem that stuttering is 
often an expression of confusion in cerebral 
dominance and he summarizes his arguments in 
the following words: ‘‘The ‘larynx and other 
organs of speech, unlike the limbs, are not in- 
dependent, paired organs, but are single me- 
chanisms, though activated by paired groups of 
muscles on either side of the midline. The pos- 
sibilities for great difficulty here through con- 
fusion in dominance or through alternating 
dominance are obvious. Under this conception, 
stuttering would be more closely related to the 
apraxias than to the ataxias. The act of stutter- 
ing is not unlike an ataxia, and this has led to 
the suggestion that the cerebellum may be at 
fault. One does not, however, observe stutter- 
ing as a result of demonstrable cerebellar le- 
sions and there are, moreover, reasons to be- 
lieve that speech and writing are both essen- 
tially integrative functions of the higher cortical 
arcs of the dominant hemisphere.’’ 

While the theory is not entirely new, it re- 
ceives striking confirmation in Orton’s hands. 
One would do well to follow his lead in investi- 
gating cases of this troublesome disorder. Is 
it not possible that some adults have forgotten 
the incident of changing from the left to the 
right hand in childhood, the ‘‘shift’’ having 
been carried out over a number of months or 
years by the combined efforts of the mother, 
nurse and school teacher. As in Orton’s case, 
the facility of the left hand may be hidden by 
the constant use, as an adult, of the right. A 
limited investigation ought to prove the point 
and perhaps would lead to the cure of the 
patient. 


THE NECESSARY AMOUNT OF SLEEP 


Dr. F. A. Moss, Professor of Applied Psy- | 
chology of George Washington University claims 
that the theory of the necessity of eight hours’ 
sleep is erroneous. He even states his opinion 
that eight hours’ sleep as a health requirement 

‘fig an outworn Anglo-Saxon myth”’ and is a 
bad habit which cuts down efficiency and dis- 
sipates latent powers. His ideas are endorsed 
by Dr. H. L. Hollingworth, psychologist at Co- 
lumbia University. Dr. Moss recommends only 
six hours’ sleep which would give more pro- 
ductive years between the ages of twenty and 
sixty. 

Experiments conducted at the Mellon Insti- 
tute, Pittsburgh seem to bear out these conclu- 
sions, according to Dr. Moss. 

Dr. J ohnson of Pittsburgh concludes that our 
state of mind determines the reaction to sensa- 
tions which follow lack of sleep. He is quoted 
as follows: 

‘‘Our state of mind has a great deal to do 
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with this habit of sleep. If we do not get our 
full eight hours at night we are all too ready 
to blame every ill on lack of sleep. Much of 
the tired feeling subsequent to going a night 
without our full quota of sleep exists only in 
the mind. We think we ought to feel fatigued, 
consequently we do feel fatigued.” 

The report does not give any information with 
respeet to this claim as to whether Dr. Johnson 
goes as far as some very good people who claim 
to believe that all unpleasant sensations are due 
to a maladjustment of the mind and the in- 
vasion of error. 

Much that these scientists affirm is undoubted- 
ly true, but it is probably equally true that there 
is a tremendous variation in the behavior of the 
human mind and body following loss of sleep. 

Physical and mental stability varies so much, 
and nutritiona! needs are so dissimilar in varl- 
ous types of persons that one may, with reason, 
be skeptical with respect to such sweeping Sstate- 
ments. 


THIS WEEK’S ISSUE 


Contains articles by the following named 
authors : 


Artiur L. M.D. Harvard Medical 
School 1895, F.A.C.S., Assistant Professor of 
Genito-Urinary Surgery at Tufts College Medi- 
eal School, Genito-Urinary Surgeon at St. Eliza- 
beth’s Hospital, Consulting Genito-Urinary Sur- 
geon at the Robert Bent Brigham Hospital, Bos- 
ton Dispensary, Josiah B. Thomas Hospital at 
Peabody, Newton Hospital, Leonard Morse Hos- 
pital at Natick and Somerville Hospital at Som- 
erville. His subject is: ‘‘The Desirability of a 
Second Removal of the Prostate in Certain Cases 
of Careinoma.’’ Page 1207. Address: 352 
Marlboro St., Boston. 


Rei, WinttAmM D. A.B., M.D. Harvard Medi- 
cal School 1909, Assistant Professor of Cardiolo- 
gy at the Boston University School of Medicine, 
Associate to the Evans Memorial, Assistant 
Visiting Physician at the Massachusetts Homeo- 
pathie Hospital, Cardiae Consultant to the New- 
ton Hospital. His subject is: ‘‘ Auricular Fibril- 
lation in an Apparently Normal Heart.’’ Page 
1213. Address: 510 Commonwealth Ave., Bos- 
ton. 


Bryant, Joun. A.B., M.D. Harvard Medical 
School 1907, Formerly Director of Convalescent 
Department of the Walter Reed General Hos- 
pital, Consultant of Division of Physical Recon- 
struction at Surgeon-General’s Office, Now Medi- 
cal Assistant in Problems of Convalescence at 
the Massachusetts General Hospital and Consult- 
ant to Burke Foundation. His subject is: ‘‘Con- 
valescence in Boston.’’ Page 1215. Address: 
282 Berkeley St., Boston. 


MILLER, Aubert H. A.B., M.D. Columbia 
University 1898, Anaesthetist at the Rhode 


Island Hospital and the Memorial Hospital, Con- 
sulting Anaesthetist at the Providence City Hos- 
pital, Providence Lying-In Hospital, Butler Hos- 
pital, St. Joseph’s Hospital and the South 
County Hospital, President of the Eastern So- 
ciety of Anaesthetists and the Boston Society of 
Anaesthetists. His subject is: ‘‘The Origin of 
the Word ‘ Anaesthesia.’ ’’ Page 1218. Addrese: 
131 Waterman St., Providence, R. I. 


O’Hara, Dwient. B.S., M.D. Harvard Medi- 
eal School 1919, Physician for Contagious Dis- 
eases at the Waltham Hospital, Junior Visiting 
Physician at the Boston City Hospital, Lecturer 
on Therapeutics and Instructor in Clinieal Medi- 
eine at Boston University School of Medicine, 
Assistant in Medicine at Harvard Medical 
School. His subject is: ‘‘Neeropsies for the 
Practitioner.’’ Page 1222. Address: 751 Main 
St., Waltham. 


TuTTLe, Grorce H. A.B., M.D. Harvard 
Medical Sehool 1891, President of Emerson Los- 
pital Staff at Coneord. His subject is: ‘‘ Modern 
Conception of Normal Carbohydrate Metabo- 
lism.’’ Page 1225. Address: South Acton, 
Mass. 


Morse, Jonn Lovett. A.B., A.M., M.D. Har- 
vard Medical School 1891, Professor of Pedia- 
trics Emeritus at Harvard Medical School, Con- 
sulting Physician at Children’s and Infants’ 
Ilospitals, Member: New England Pediatrie So- 
ciety, American Pediatrie Society, Association 
of American Physicians and Boston Obstetrical 
Society. His subject is: ‘‘Progress in Pedia- 
tries.’’ Page 1226. Address: 483 Beacon St., 
Boston. 


Che Massachusetts Medical Society 
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Chairman Secretary 
Frederick J. Lynch, M.D., Clerk 


Why Listen to the Foetal Heart in Labor? 


Durine labor it is of vital importance that the 
attending physician should know the condition 
of the foetus, and observation of the foetal heart 
at frequent intervals, particularly during the 
second stage, is the most reliable method we have 
for noting the condition of the baby in utero. 

The foetal heart rate, in the average case, va- 
ries between 125 and 150 per minute, with some 
difference if observation is made during a uter- 
ine contraction, though this change in rate is 
slight and transitory. In certain cases a much 
higher rate is noted and ordinarily the more 
rapid foetal heart is not of serious import, unless 
the change is excessive, though in any very high 
rate careful examination of the patient should 
be made to rule out any abnormality whieh 
might be a causative factor. 

Foetal heart rates below 120, and particularly 
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if the rate reaches or even approaches 100 per 
minute, are definitely serious and mean that 
gome interference with foetal circulation is pres- 
ent. Statistics gathered from various clinies 
show that the majority of infants born with a 
foetal heart rate close to 100 are asphyxiated 
and are revived with difficulty, while those 
with a rate below 100 show a very large mortal- 
ity. 

"faliatlahetnes with foetal circulation in utero 
may be due to several causes but the most com- 
mon is prolonged labor, where there is undue 
pressure on the foetal head, from some impedi- 
ment to the normal progress of labor such as an 
abnormal position of the vertex or an unrecog- 
nized disproportion between the pelvis and foe- 
tus and as a result, constant pounding of th: 
foetal head against the resisting tissues to th: 
point of brain cell or vagus disturbanee. An- 
other common eause is interference with cord 
circulation such as pressure of the presenting 
part on a loop or cord or tightening of kink 
or knots in the cord loops around the baby’: 
neck. Frequent auscultation is wise, and ad- 
vised by some writers as often as every ten 07 
fifteen minutes. To facilitate listening to th 
foetal heart, a stethoscope with a head band 
similar to the head mirror used by laryngolo 
gists has been devised and is in constant use in 
many hospitals. This frequent observation 0 
the foetal heart is important because condition: 
may change rapidly and a normal rate at th: 
beginning of labor, especially in the cord pres- 
sure type of case, may slow down to the dange1 
zone without any external signs of maternal or 
foetal distress. 

When the foetal heart rate is found to be ab- 
normal, careful observation and examination of 
the patient should be made to determine, if pos- 
sible, the cause and also to determine the advis- 
ability of termination of labor in the interest of 
the baby. 

To summarize, we should listen to the foetal 
heart in labor at frequent intervals to the end 
that foetal distress be noted early and treatment 
instituted before this condition has reached a 
point where foetal life is lost or in serious 
jeopardy. 


Questions of a similar nature to the above will 
be discussed in the JouRNAL each week. They 
may be addressed to the Clerk of the Committee, 
in care of the JoURNAL and will be answered by 
members of the Committee of the Section of Ob- 
stetrics and Gynecology. 


MISCELLANY 


LEGISLATION AGAINST VIVISECTION | 
- Colorado Medicine in the issue of December, 1927, 
reports that the New England Anti-Vivisection So- 
ciety is planning for the introduction of a bill in 
-Congress exempting dogs from vivisection. 
The Committee on State and National wegislation 
will probably take appropriate action. 
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Dumas, Charles Edward, 71 Jacques Avenue, Worces- 
ter. 

Kerrini, Peter, 10 Milton Street, Brockton. 

Freedman, Harold Jacob, Massachusetts General 
Hospital, Boston. 

Gettes, Charles, Jewish Hospital, York and Tabor 
Streets, Philadelphia. 

Goodale, Ella Jocelyn, Belchertown State School, Bel- 


chertown. 

Groves, Pattie Johnston, Mt. Holyoke College, South 
Hadley. 

Hall, Dupre Meriwether, Danvers State Hospital, 


Hathorne. 
Hicks, James. Bryan, 
Boston. 
Hudson, Henry William, Jr., 368 Riverway, Boston. 
Kaszett, Peter William, 83 Arlington Street, Law. 


605 Commonwealth Avenue, 


rence. 

Klein, Israel, Monmouth Memorial Hospital, Long 
Branch, 

Lalor, Thomas Joseph, Jr., Central Street, Millville. 

Lane, George Martin, 882 Hopkinson Avenue, Brook- 
lyn, N. Y. 

Langevin, William Edward, Fall River General Hos- 
pital, Fali River. 

Lubinsky, Henry, Fall River General Hospital, Fall 
iver. 

Navarro, Vicente Aguirre, Medfield State Hospital, 
Harding. 

Merrill, Cambrige City Hospital, Cam- 
ridge. 

Peters, Andrew, 46 Bartlett Avenue, Pittsfield. 

Ramin, Benedict, Boston Sanatorium, Mattapan. 

Remy, Lorenzo Albert, Massachusetts General Hos- 
pital, Boston. 

Rhoads, Cornelius Packard, Boston City Hospital, 
Boston. 

Rhymes, Lester Harold, New England Sanitarium, 
Melrose. 

Richards, Hazel Hortopy Foxboro State Hospital, Fox- 

ro. 

Rothschild, David, State Hospital, Foxboro. 

Sawyer, Joseph Harlan, 165 Warwick Road, Melrose. 
Schleifstein, Joseph Isaac, 1572 Macombs Road, New 
York City. ‘ 
Schwartz, Abraham Louis, Union Hospital, Fall River. 

Shulman, Simon, 36 Plantation Street, Worcester. 

noes Francis Arthur, 759 Chestnut Street, Spring- 
eld. 

Vee Edward Charles, 300 Longwood Avenue, Bos- 
on. 


—, Marshall Stephen, 230 Columbus Avenue, Pitts- 
eld. 
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Recorp oF CANDIDATES REGISTERED AND REJECTED 


Year 
Reg- of Re- 


Year 
of 


is- Gradu- ject- Gradu- 


College tered ation ed 
Massachusetts College of 
Osteopathy 4 1927 : 
4 
7 
University of Montreazl........ 
American School of Oste- 
opathy 1 
Kirksville College of Oste- 
opathy and Surgery......... 
Middlesex 
2 
2 
Kansas City University of 
Physicians and Surgeons ; 


Des Moines Still College 
of Osteopathy 3 


Boston College of Physi- 


cians and Surgeons........... 
Chicago Medical College... 1 
Philadelphia College of Os- 
teopathy 3 
Harvard Medical College...... 1 1924 
3 1925 
3 1927 


Medical University, Coim- 

bra 1 
College of Physicians and 

Surgeons, Columbia... 1 1914 
College of Physicians and 

Surgeons, New York....... 1 1894 
Chicago College of Osteop- 

athy 1 
Tufts Medical 1 1923 


Pennsylvania Women's 


Medical Colle 1 1926 
McGill Medical School........... 1 1922 
1 1927 
National University, Greece 1 
Temple University... 1926 1 
College of Medical Evan- 
gelists 1 1927 


University of Maryland....... 1 1925 


Boston Universit 1 1924 1 
1 1926 
2 1927 
University do Porton. 1 
Johns Hopkins. 1 1924 
State University of Iowa... 1 1923 
Jefferson 1 1922 
University of Warsaw.......... 1 
Total number registered 44 
Total number rejected 59 
Total number 103 


ation 


1923 
1925 
1926 
1927 


1921 
1925 
1927 


1927 


1927 


1927 


1923 
1926 


1926 


1926 


ATTACKS OPERATION OF MATERNITY ACT 


The administration of the Sheppard-Towner act 
for the promotion of maternity and infant welfare 
and hygiene is serving to enlarge Federal domination 
over intrastate activities, according to an article just 
published by the American Medical Association Bul- 
letin. The article was written by Dr. W. C. Wood- 
ward and J. W. Holloway, Jr., of the Bureau of Legal 
Medicine and Legislation of the association. 


After pointing out that while the law does not 
specifically define the terms “maternity” and “infant” 
the article quotes statements by the sponsors of the 
act in Congress to show that it was intended to re- 
duce the number of maternal deaths incident to child- 
birth and the number of deaths of infants under one 
year of age. 

The article then cites the approval by the Board of 
Maternity and Infant Hygiene of plans submitted by 
some of the codperating States for activities “seem- 
ingly remote from those named in the act.” 


SEES DOMINATION IN STATES 


“The act seems to have been intended only to pro- 
vide funds through which Federal officers could domi- 
nate health activities immediately related to maternal 
and infant hygiene,” says the article. 

“Here one can see from official records how funds 
so provided have been used to acquire the right of 
supervision and control over special work for the 
boys’ and girls’ clubs at the State fair in Colorado; 
over the activities of the State health officer in Ken- 
tucky; over the examination of milk, of water and of 
specimens submitted for determination as to the pres- 
ence of hookworms and other parasites in Louisiana; 
over a survey of crippled children in Maryland; over 
the activities of a laboratory technician in Montana; 
over a survey of certain milk supplies in New Mexico; 
over orthopedic clinics and certain postgraduate 
medical education in New York; over pediatrician 
fellowships in Ohio; over the activities of a milk 
technician in South Carolina; over scholarships for 
nurses in Virginia; and so on. 

“That the activities named are activities in which 
the States may properly engage no one can deny. 
That such activities within a State should be super- 
vised and controlled by Federal officers may well be 
denied. * * * 

“The Constitution gives to the Federal Government 
almost unlimited taxing power. It gives to the States 
almost unlimited power to protect and promote the 
health of their people, free from Federal interference. 
The Sheppard-Towner act constitutes a device 
through which the right of the Federal Government 
to tax and the right of the State to control its own 
health activities may be bartered one for the other. 

“The Federal Government, through its taxing 
powers, collects money either directly or indirectly 
from the people of the several States. Through the 
Sheppard-Towner Maternity act it agrees to pay back 
to the people of the States, on certain conditions, 
some or all of the money thus taken, and in some 
cases more. By the return of such money the Fed- 
eral Government offsets or negatives the collection of 
it by taxation in the first instance. 


SAYS STATES MUST CEDE RIGHT 


“But the only condition on which the Federal Gov- 
ernment will return the money thus collected from 
the people of the States is that the States, in return 
therefor, cede to the Federal Government their con- 
stitutional right to supervise and control health activ- 
ities within their own borders, free from Federa! 
supervision and control. 

“If our Government is to continue as a dual Gov- 
ernment, on its present constitutional basis, it seems 
essential that neither Congress nor any State Legisla- 
ture sanction any such system of barrier. It is vital, 


| 
1921 
1926 
1927 
| 1922 
1923 
1925 
1926 
1926 
1927 
1926 
1927 
1925 
1927 
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however, that if Congress or any State Legislature 
sanctions any such barter, the limits within which 
it may be carried on be clearly defined by the legis- 
lative body itself. They must not be left to be deter- 
mined by Federal boards, bureau chiefs or other 
administrative officers."-—New York Times. 


CONTROLLING SMOKE 


The appropriation of $300,000 a year asked by 
Health Commissioner Harris for control of the smoke 
nuisance in New York is based on estimates made 
by the chief of the technological division of the 
United States Bureau of Mines that about $50,000 per 
million inhabitants is sufficient. The plan which the 
Health Commissioner is advocating may therefore 
be said to be based on the recommendations of ex- 
perts. Fortunately, a deal of testimony is available 


regarding experience in other cities. The field is no 
longer completely unexplored. Even here in New 
York much was learned during the brief period when 
the existing regulations were relaxed owing to the 
shortage of anthracite. 

Dr. Harris’s proposal is divided into three parts: 
the establishment of an educational campaign, the 
creation of a board of experts to pass on new devices 
and to issue licenses, and a corps of enforcement 
agents. Other cities have accomplished much with 
educational work It has proved possible to show 
the owners of industrial plants that it pays to use 
suitable control measures. Everywhere, however, 
the most difficult task has been to reach the individ- 
ual householder. This will undoubtedly continue to 
be the case. 


(Continued on page 1246) 


DISEASE INCIDENCE IN CONNECTICUT 
WEEK ENDING DECEMBER 10 


Week ending Nov. 19 
Week ending Nov. 26 
Wecl: ending Dec. 3 


ed 
rr 
o 


Week ending Dec. 10 
Average cases report 
for weck correspondin 
to Dece 10 for past 
seven years. 

Week ending Nov. 20 
Week ending Nov. 27 
Wcek ending Dec. 4 


Actinomycosis 
Anthrax 

Botulism 
Cerebrospinal Men. 
Chickenpox 


Conjunctivitis 
Diphtheria 
Dysentery, Amoebic 
Dysentery, Bacillary 
Encephalitis, Evid. 


tee 


Favus 

Food Poisoning 
German Measles 
Hookworm Infection 
Influenza 

Leprosy 


151 are 


Malaria 
Measles 


Mumps 
Paratyphoid fever ° 
Pneumonia (Broncho) 


FX) 


Pneumonia (Lobar) 
Poliomyelitis 
Scarlet Fever 
Septic Sore Throat 
Smallpox 


Si 


Tetanus 
Trachoma 
Trichinosis 

Tuberculosis (pul. ) 
Tuberculosis (o.f. ) 
Typhoid Fever 

Typhus Fever 

Whooping Cough 
gonorrhoea 

Syphilis 


SVS 


*Average for two years. Made reportable January 1, 1925. 
of cholera, Asiatic, glanders, plague, rabics in humans and yellow fever during the 


past seven years. 
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In the final analysis, however, all will depend on 
the efficiency of the enforcement agents. Even in 
New York the principal offenders are the household- 
ers rather than the factories. So long as smokeless 
fuel is expensive it will be almost impossible to pre- 
vent people from using the more objectionable varie- 
ties. This makes it all the more important to carry 
out some such plan as Commissioner Harris pro- 
poses. The Department of Health cannot with its 
present organization take up and supervise this work 
properly. Yet it is of importance to the health as 
well as to the comfort of the city. Doctors are agreed 
that the smoke pall which hangs over the city on 
most Winter days is injurious in more ways than one. 
Not only does it restrict the amount of sunlight, but 
it also irritates throat and eyes and is thus a con- 
tributory factor to the spread of respiratory diseases. 
—New York Times. 


RESUME OF REPORT OF THE NATIONAL COM- 
MITTEE FOR THE PREVENTION OF BLIND- 
NESS 


New York City—December 15. The World War has 
indirectly resulted in a considerable increase in 
blindness in the United States and other countries 
wholly aside from the soldiers who lost their sight 
as the result of injuries in battle—this was revealed 
at the Thirteenth Annual Meeting of the National 
Committee for the Prevention of Blindness here to- 
night (December 15.) Dr. Park Lewis, of Buffalo, 
one of the founders and Vice-President of the Com- 
mittee, in an address on “The Prevention of Blind- 
ness, a World-Wide Problem,” and Lewis H. Carris, 
Managing Director of the organization, in his annual 
report, both touched on the manner in which the War 
has served to increase our blind population. 

“After the Napoleonic wars,” Dr. Lewis said, “when 
armies were disbanded and soldiers scattered from 
one end of Europe to the other, many of them carried 
infectious diseases into places where they were never 
known before. In that way there was scattered 
trachoma, one of the most devastating diseases of the 
eyes. At the close of the recent World War the same 
thing happened with even more widespread results. 
The Arab, the Chinese and other orientals had come 
into France with trachomatous eyes and the soldiers 
of the Allies had for months been in Syria and Pales- 
tine where hygiene had been largely unknown. After 
the armistice prisoners released from unsanitary sur- 
roundings carried infectious diseases into practically 
every nation of the world.” 

Dr. Lewis announced that through the splendid 
work of Dr. Hideyo Noguchi, Japanese working under 
the direction of the Rockefeller Institute, great prog- 
ress has been made toward localizing the causative 
element on which trachoma is dependent. 

“After years of research,” Dr. Lewis said, “Noguchi 
has succeeded in isolating an organism by which he 
produces trachoma in the eyes of the monkey. This 
is of signal importance, although we may have far 
to go before the curative sera are developed. But 
this is another thread running through the warp of 
the structure that is binding the nations closer to- 
gether. 

“Widespread and disastrous as is trachoma as a 
world problem, it is but one of many. The venereal 
diseases, one of the chief menaces to sight, require 
international codperation of those affected through 
transit across the borders of adjoining States. An 
understanding is necessary for the continued treat- 
ment of travellers passing from one country to an- 
other.” 

Dr. Lewis declared that trachoma is prevalent in 
many ot our Indian reservations and among the 
white population in certain sections of the country 


and that Congress should take cognizance of this seri-: 


ous situation in its appropriations to the Public 
Health Service. 


Mr. Carris reported that great progress had been 
made in the prevention of ophthalmia neonatorum,,. 
commonly known as babies’ sore eyes, which for cen. 
turies has been the most prolific source of blindness. 
Statistics from schools for the blind throughout the 
country, Mr. Carris said, indicate that in the last 20 
years the percentage of blind children whose sight 
has been destroyed by ophthalmia neonatorum has 
been reduced from 26.6 to 12.9. He reported, how- 
ever, a slight rise in the percentage during 1926 and 
said: “This is probably due to the fact that the 
schools for the blind are now receiving the crop of 
children who were neglected during or immediately 
atter the World War.” 


“Nothing less than the complete eradication of 
blindness from babies’ sore eyes,” Mr. Carris said, 
“will terminate the Committee’s work in this field. 
In spite of all that has been done to educate the 
American public, the medical profession, midwives 
and nurses, there is still a considerable number of 
babies under one year of age in the United States 
who have been blinded for life through the neglect 
of a one minute precautionary measure at birth.” 


There are still 19 States and 2 territories of the 
United States, Mr. Carris said, which have inadaquate 
or no legislation or regulations for the use of a 
prophylactic in the eyes of the new born. Sixteen 
States, he said, have as yet made no provision for the 
distribution of a prophylactic to those who officiate at 
the birth of a child. . 

Outlining the future work of the Committee for 
the Prevention of Blindness in addition to its cam- 
paign for the eradication of ophthalmia neonatorum, 
Mr. Carris said the organization has under way a 
two-fold project for conserving the sight of school 
children, a project to promote on a nation-wide scale 
examination of the eyes of pre-school children for 
which a new technique has been demonstrated in 35 
cities within the last year, a project to promote re- 
search into the causes of and methods for eradicating 
trachoma, and a number of activities in coéperation 
with national industrial and public health organiza- 
tions looking toward the reduction of the eye hazards 
of industrial occupations and the hazards to sight 
resulting from the social diseases. 

The following were elected members of the Board 
of Directors of the Committee: Dr. Ellice M. Alger, 
New York City; Miss Mary Beard, New York City; 
Mr. Carl A. De Gersdorff, New York City; Mr. Homer 
Folks, New York City; Mr. William Fellowes Mor- 
gan, New York City; Mr. James P. Munroe, Boston, 
Mass.; Dr. William F. Snow, New York City; Mr. 
Russell Tyson, Chicago, Ill.; Mr. John F. Wilkie, New 
York City; and Dr. William H. Wilmer, Baltimore, 
Maryland. 


NATIONAL BOARD EXAMINATION IN BOSTON 


Thirty-four candidates were examined by the Sub- 
sidiary Board of Boston in Part III, October 25, 26, 
27 and 28. Thirty-three of the candidates were suc- 
cessful in securing passing grades, and will there- 
fore receive the certificate of the National Board. 

The names of the successful candidates and their 
medical schools are as follows: 

Dr. Aristocles G. Augustine, Harvard University 
Medical School. 

Dr. James M. Baty, Harvard University Medical 
School. 

Dr. William P. Beetham, Harvard University Med- 

Dr. Jacob Brenner, Tufts College Medical School. 

Dr. Attilio Canzanelli, Tufts College Medica! 
School. . 

Dr. Wylie L. Collins, Harvard University Medical 
School. 

Dr. Charles L. Connor, Baylor University College 
of Medicine. 
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Dr. Albert H. Covner, Tufts College Medical 
School. 

Dr. Lawrence H. Doolittle, 
School of Medicine. 

Dr. Louis B. Dunn, Harvard University Medical 
School. 

Dr. Olive Nisley Ehrenclou, Boston University 
School of Medicine and University of California Med- 
ical School. 

Dr. Laurence B. Ellis, Harvard University Medical 
School. 

Dr. Estelle J. Foote, University of Vermont Col- 
lege of Medicine. 

Dr. Wendell D. George, Harvard University Med- 
ical School. 

Dr. John B. Horner, University of Vermont Col- 
lege of Medicine. 

Dr. William S. Justice, University of North Caro- 
lina School of Medicine and Harvard University 
Medical School. 

Dr. Everett D. Kiefer, Harvard University Medical 
School. 

Dr. J. Whitfield Larrabee, Harvard University Med- 
ical School. 

Dr. Philip G. McLellan, Harvard University Med- 
ical School. 

Dr. Donald McNeil, Warvard University Medica! 
School. 

Dr. Robert R. Linton, Harvard University Medical 

Dr. Clifton T. Perkins, Boston University School 
of Medicine. 

Dr. Francis J. Petrone, Harvard University Medical 
School. 

Dr. Allan G. Rewbridge, Harvard University Med- 
ical School. 

Dr. Sigurd C. Sandzén, University of Missouri 
School of Medicine and University of Kansas School 
of Medicine. 

Dr. George Murdoch Saunders, Harvard University 
Medical School. 

Dr. Monroe J. Schlesinger, Harvard University 
Medical School. 

Dr. Leo Schwartz, Jr., Vanderbilt University School 
of Medicine. 

Dr. Amos H. Stevens, Harvard University Medi- 
cal School. 

Dr. Wilmot C. Townsend, Harvard University Med- 
ical School. 

Dr. Dudley P. Walker, Harvard University Med- 
ical School. 

Dr. P. Francis Weiss, Harvard University Medical 
School. 

Dr. Eske H. Windsberg, Corneil University Medical 
College. 


Boston University 


—National Board Bulletin. 


OBITUARIES 


RESOLUTIONS ADOPTED BY THE MASSACHU. 
PSYCHIATRIC SOCIETY DECEMBER 39, 


JOHN BERNARD MACDONALD, M.D. 


Dr. John Bernard MacDonald died at Arlington, 
Massachusetts, September 6, 1927, rather suddenly. 
but not wholly unexpectedly, as he had suffered from 
arterial disease for many months. : 

Dr. MacDonald was born in Nova Scotia in 1873. 
He received his education in the schools there, receiv- 
ing his A.B. degree from St. Francis Xavier College. 


He graduated from the Medical Department of Bow- 
doin College in 1904. At the time of graduation, he 
received an appointment as Assistant Surgeon with 
the Canadian Pacific Railroad which position he held 
until the following February, when he was appointed 
Assistant Physician at the Augusta State Hospital, 
Augusta, Maine. He remained in Augusta about two 
years, leaving there to go to the Concord State Hos- 
pital, Concord, New Hampshire, to take charge of 
their Reception Building. He left Concord State 
Hospital after a stay of about three years and did 
private practice in the city of Concord until he joined 
the staff of the Grafton State Hospital, North Graf- 
ton, Massachusetts, in June 1912. He left Grafton in 
November, 1912, to become Assistant Superintendent 
of the Danvers State Hospital which position he held 
until he was appointed Superintendent of that hos- 
pital in 1916. He continued as Superintendent of the 
Danvers State Hospital to within a short time of his 
death. 

Dr. MacDonald was a member of his County Med- 
ical Society, the American Medical Association, the 
American Psychiatric Society, the New England So- 
ciety of Psychiatry and the Massachusetts Psychia- 
tric Society. 

He was a frequent contributor to the literature of 
these Societies and was a thorough student of good 
literature. 

His was a rather rare and unusual spirit. He was a 
man of high ideals. He conceived his life to have for 
its purpose Service. He took much pleasure in per- 
forming that service. He thought little of his own 
comfort, but was always concerned about the com- 
fort and welfare of his patients. He was a soulful 
man and possessed the ability to express himself in 
good poetry and unusual prose. 

He was devoted to his wife and family. His kindly 
and friendly qualities and his loyalty brought him a 
deserving host of friends who loved him greatly. 

He is mourned by the patients of the Danvers State 
Hospital and by their relatives and friends and his 
passing is regarded by his professional colleagues as 
a distinct loss to the service of the State of Massa- 
chusetts. 

The Massachusetts Psychiatric Society sadly rea- 
lizes the loss of one of its distinguished members and 
extends its sympathy to the bereaved family and rela- 
tives. 


GeorcE T. TUTTLE, M.D. 


In the death of Dr. George T. Tuttle, the Massachu- 
setts Psychiatric Society has lost one of its charter 
members. When the Society was formed, he had al- 
ready retired from the Superintendency of McLean 
Hospital, and was taking a well-earned rest from the 
more than forty years of service which he had given 
to that institution, years which included the difficult 
and trying ones of the World War. He had not, how- 
ever, wholly severed his connection with the Hos- 
pital, for on his retirement as Superintendent he had 
been elected a member of the Board of Trustees of 
the Massachusetts General Hospital, and was made 
Chairman of the Committee on McLean Hospital. 

Ill health led him to resign this position and pre- 
vented his taking any more active part in the forma- 
tion and conduct of this Society than was involved 
in attending its meetings. He was in hearty sympa- 
thy with its purposes, and attended its meetings when 
he could. To many of the younger members of the 
Society, he was hardly known. But those who are 
older will remember, with a sense of loss, his courte- 
ous ways, his sound and conservative judgment, his 
integrity and sincerity. 

The Society here places on record its testimony to 
the high ideals of professional and personal conduct 
always maintained by Dr. Tuttle, and extends its 
sympathy to Mrs. Tuttle in her loss. 
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CORRESPONDENCE 


WILL THE NEW SPIRIT PREVAIL?* 


Under this caption there appeared on the 29th of 
November an unsigned article in the Jewish Daily 
Forward, a newspaper of wide circulation and inter- 
national repute. It deals with election issues now 
confronting the New York Medical Society. 

As the rooster crows nearly everywhere alike, I 
thought the article would be of interest to the readers 
of our own medical Journal. So here it is translated 
as best I could. 


Something of a revolution is at present taking 
place in the medical profession of the City of New 
York. Quietly the struggle has been going on for a 
long time, but lately it has come more or less to the 
open, and we are therefore able to glimpse upon cer- 
tain issues confronting our doctors for the struggle 
is of interest not only to the doctors but to the public 
as well, because anything affecting our medical pro- 
fession must sooner or later reflect on the patients. 

Now the question is, who is fighting who; who are 
the combatants composing the different camps; who 
are the reigning powers and who are the insurgents? 

The fight is taking place in the New York County 
Medical Society, an organization to which belong 
3500 Practising Physicians. As is the case with 
every other organization, so it is with this one: 
There is a group of men at the head of it who, ac- 
cording to the insurgents, have gradually formed a 
clique and usurped the power to themselves and see 
to it that no “outsider” gets to the lead. Anything 
smacking of a new policy is not tolerated. Of course 
doctors, being a polite class of people, do not use 
such harsh words as “clique”, they apply the term 
“conservatives” to the present leaders of their so- 
ciety. They claim that those leaders have painfully 
neglected their duty to look after the welfare of the 
members of the society. In the last few years the 
society has allowed things to take place that have 
greatly damaged the interests of the doctors, so much 
so, that it is getting next to impossible for the ordi- 
nary practitioner to make a living.. 

They accuse the “conservatives” of having allowed 
many new obstacles to develop in the way of welfare 
of the general practitioner, let alone the failure to 
correct many old ones that have always hampered 
the natural progress of the profession. And when 
doctors are handicapped, they say it ultimately re- 
flects on the well-being of the public as well. 

Foremost of the issues involved comes the question 
of the “closed” hospital. The insurgents want an 
“open” hospital. To the lay-men, particularly to the 
workingman, these words may bring to mind the 
question of closed or open shop. The difference, how- 
ever, consists in the fact that where the organized 
worker wants a closed shop, that is, one where only 
members of his union may be permitted to work, the 
doctors on the other hand want the hospitals to be 
open. Now, a “closed” hospital is one where only 
members of his union may treat the patients that 
come in there. This, from the standpoint of the 
revolutionary forces, brings towards the following 
evil: When a doctor tends to a patient at his office 
or at the patient’s house, and then finds it necessary 
to send him to a hospital, his services to that patient 
are there and then discontinued, due to the hospital 
being “closed.” The doctor in question has nothing 
more to do with his patient. In some hospitals he 
isn’t even permitted to see that patient except during 
regular visiting hours. Such conditions are disas- 


*The above letter containing the translation of an Editoria: 
in the Jewish Daily Forward is of interest in that it reflects 
the opinion of a not inconsiderable portion of the membership 
of the New York County Medical Society. The fact that the 
JOURNAL publishes this letter does not indicate its sympathy 
with all of the views expressed by the editorial. 


trous to both doctor and patient. The latter is sud- 
denly taken away from the doctor he is so much used - 
to. Frequently it is his family physician whom he 
has known for a long time and in whom he piaces 
most confidence. On the other hand the doctor may 
know things about that patient that may help to- 
wards his recovery. Even if it is not the family 
doctor it is still the one in whom the patient chose 
to place his confidence, and it would add to his peace 
of mind to have the doctor of his choice treat him 
in his new surroundings. That is as far as it con- 
cerns the patient; as to the doctor—the thing is even 
of more importance. 


The hospital is the ideal place to study and cater to 
the needs of a patient. There are the skilled nurses, 
the latest improvements and inventions, the best 
instruments and most expensive apparatus. No one 
physician, no matter how well equipped his office, 
may have all these collectively. Besides, in the hos- 
pital he may at any time call upon the aid and skill 
of his colleagues whom he meets there daily and 
from whom he may constantly learn to the good 
advantage of his patients. 

It is true that upon his graduation from the medi- 
cal school, every young physician has to intern in a 
hospital for a cerfain length of time, where he learns 
a good deal. But after the completion of his intern- 
ship he seldom, if ever, has any further connections 
with that institution, as he automatically becomes 
“an outsider”, and through no fault of his own. On 
the other hand, there are the privileged few that are 
continually on the hospital staffs and have the steady 
opportunity to better themselves in more than one 
way. And who are those privileged few that are 
given these splendid opportunities while the others 
may only helplessly look on? The insurgents assert 
that those are the ones with a “pull” in the medical 
society the ones that know the “wiring system.” 
And a good deal of the wire pulling is done by the 
“conservatives” of the very organization which is 
supposed to look after the welfare of all. And how 
does that affect the public at large? The answer is 
plain. The public would have much better doctors 
if all of them were given equal opportunities to have 
access to the hospitals, were it only the privilege to 
attend to their own patients. 


It is true that the question of open or closed hospi- 
tal is not entirely up to the leaders of the society, 
yet it was up to them to use their influence both on 
the hospital trustees as well as on the public. But 
that is just the very thing the conservatives never 
bestir themselves about. 

Next on the insurgents’ list of complaints is the 
Workmen’s Compensation Act, about which the pres- 
ent leaders of the society have done nothing to benefit 
the profession at large. When an employee is in- 
jured, he is, according to the above act, entitled to 
medical aid for a certain length of time. The family 
physician is here entirely eliminated. The injured 
has no choice in calling upon the services of his own 
physician, but must go to the one designated by the 
particular insurance company. The family physician 
loses the opportunity to add something to his income 
and the injured person frequently has the suspicion 
that he is hurried back to work before complete re- 
covery by an over zealous company-doctor. Now this 
could be entirely done away with if the injured per- 
son could have a doctor of his choice to treat him. 
Of course the Workmen’s Compensation Act has al- 
ready been passed and raised its havoc with the 
income of the average doctor, but where, ask the 
insurgents, were those who were supposed to watch 
for the interest of the members; where were they 
when the legislature sat in framing the laws? Their 
inactivity was a flagrant violation of trust. 

Now the last but not the least of the campaign 
issues is the question of the Life Extension Institute, 
whose activities it should have been the business of 
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the old leaders to curb, in so far as it affects the in- 
come of the average doctor. It was the original 
intent of the Institute to promote hygiene and knowl- 
edge for better health. Particularly it was impressed 
upon the public that periodic health examinations 
were a decided factor in the well-being of an indi- 
vidual. People high in public life, as well as the 
profession at large, helped the propaganda of the 
Institute. No sooner, however, did the public grasp 
the idea and began to visit their family physicians 
for health examinations when they were swamped 
with literature from the selfsame Institute with 
promises for most extensive examinations for a 
nominal fee or gratis. The advertising was extensive 
and the promises colorful. While at the same time 
the average member of the society was duty-bound 
not to use anything that might be construed as ad- 
vertising. 

Where were the leaders, aver the ‘moderners’”, 
when the Institute was in the making? Should not 
the interests of the rank and file have been looked 
after? 


Those seem to be the three main issues confronting 
approaching elections of officers in the New York 
Medical Society. There is a fight to a finish between 
the “powers that be” and the new forces that claim 
to have a right to better treatment than was ac- 
corded them until now. 

The outcome of the 
seen. 


“revolution” remains to be 


R. GURALNICK. 


THE DISPENSABILITY OF THE SYMPATHETIC 
DIVISION OF THE AUTONOMIC NERVOUS 
SYSTEM 


Editor, Boston Medical and Surgical Journal: 


During a recent cleaning up of my desk after my 
vacation I hastily read Dr. Cannon’s interesting com- 
munication regarding the so called “dispensability” 
of the vegetative nervous system, since if I read 
aright, he cut all the nervous connections of the 
“organs” and these organs still functioned. 

Am I correct in assuming that Dr. Cannon over- 
looks the fact that both receptor and effector nervous 
structures are contained within all the organs and 
have connectors within the organs. They cannot be 
cut out. Further no “organ” can be deprived entirely 
of its vegetative nervous system stimuli, so long as 
an arterial branch is left in connection with the body. 
Hence are not his conclusions as stated quite faulty? 

Very sincerely, 
SMITH ELY JELLIFFE, M.D. 


THE ANSWER 
December 1, 1927. 


Editor, Boston Medical and Surgical Journal: 

The letter of Dr. Smith Ely Jelliffe regarding the 
article on the “Dispensability of the Sympathetic 
Division of the Autonomic Nervous System” has been 
submitted to me for comment. 

Dr. Jelliffe is mistaken in stating that the com- 
munication to the JOURNAL was on the dispensability 
of “the vegetative nervous system.” The vegetative 
nervous system is that part of the nervous organiza- 
_tion of the body which is concerned with the control 

of smooth muscles and glands. It comprises the 
cranial, the thoracico-lumbar or “sympathetic”, and 
the sacral divisions of the autonomic system, and also 
the enteric nerve net of the alimentary tract. The 
only part of this system with which the article in 
question was concerned, as shown both by the title 
and the text, was the sympathetic division of the 
autonomic system. As stated in the article, there 
was complete removal of all the ganglia of that sys- 
tem “from the superior cervical ganglion to the 


united ganglia of the two lateral chains just below 
the rim of the pelvis.” Since these chains of ganglia 
contain the cell bodies of all sympathetic neurones 
distributed to the iris, the digestive glands, the heart, 
the alimentary tract, the uro-genital system, the 
blood vessels of all parts of the body, and the hairs 
and sweat glands, the sympathetic fibers to these 
structures must have degenerated. In the absence 
of the sympathetic ganglia, as Langley has shown, 
the pre-ganglionic fibers, composed of neurones with 
cell bodies in the central nervous system, cannot. 
make effective connection with smooth muscles and 
glands. No restoration of sympathetic nervous con- 
trol, therefore, is possible. Consequently smooth 
muscles and glands throughout the body (arteries 
included) were deprived of their sympathetic nerve 
supply and stimuli. 

There are possibilities of local reflexes in the wall 
of the alimentary tract by action of the enteric nerve 
net. I should be obliged to Dr. Jelliffe if he would 
cite evidence of receptor and effector nervous struc- 
tures within any other organs mentioned above as 
being deprived of their sympathetic connections. 

Yours very truly, 
W. B. Cannon. 


NEWS ITEMS 


A NEW HOSPITAL IN SOMERVILLE—A new gen- 
eral hospital was organized Monday, December 19th, 
in Somerville, to be known as the Central Hospital. 
It will meet the standard required by the American 
College of Surgeons. This hospital is the outgrowth 
of the Central Street Hospital, that was established 
twelve years ago. 

Recently, three new rooms have been added to the 
hospital operating room, maternity ward, and X-Ray 
room. The hospital has twenty-eight beds and 
eighteen cribs. 

The staff includes the following named doctors: 
Edward J. Dailey, Frank J. Bresnihan, Charles F. Mc- 
Caffrey, Leo T. Myles, Barnett Titelbaum, Frank J. 
Fitzpatrick, Lawrence J. Dervin, Joseph J. Mc- 
Sweeney, William Dewire, Henry Caberciarias, Henry 
O. Lacey, Morris Dressler, Robert E. Driscoll, A. J. 
Villone and A. J. Bianchi. 

The consulting staff comprises Doctors Thomas J. 
Scanlan, Stephen Rushmore, Joseph J. Stanton, and 
William E. Browne. 


SMOKE ABATEMENT IN NEW YORK CITY—Dr. 
Harris, Commissioner of Health for New York, after 
conference of one hundred and fifty representatives 
of medical, civic, and various trade associations with 
the smoke advisory committee, has announced that 
he will appoint one independent committee to cn 
in the abatement of the smoke nuisance. 


DINNER IN HONOR OF DR. FRANKEL—A din- 
ner in honor of Lee K. Frankel, Ph.D., Second Vice- 
President of the Metropolitan Life Insurance Com- 
pany, was held at the Hotel Biltmore, New York, on 
December 9, 1927. More than 600 persons, including 
physicians, sanitarians, social workers, and promi- 
nent laymen, gathered to pay tribute to Dr. Frankel 
for his many contributions during the last two dec- 
ades to public health and social progress. Addresses 
were made by Mr. Felix Warburg, Mr. Haley Fiske, 
and Professor C-E. A. Winslow of Yale University. 
The last named not only eulogized Dr. Frankel as a 
former president of the American Public Health As- 
sociation and Chairman of the National Health Coun- 
cil, but spoke of his achievement in inaugurating the 
famous health demonstration at Framingham, Massa- 
chusetts. Professor Winslow contrasted the public 
service of Dr. Frankel with that of the present mayor 
of Chicago, who recently dismissed the efficient 
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health commissioner of that-city and replaced him 
with a surgeon untrained in public health. 

Among those in attendance from Boston and vicin- 
ity were Dr. S. W. Stratton of the Massachusetts In- 
stitute of Technology, Prof. C. E. Turner, Dr. Charles 
F. Wilinsky, Dr. M. J. Rosenau of Harvard Medical 
School, Miss Sophie C. Nelson, and Dr. and Mrs. 
Charles V. Chapin of Providence, R. I. Mr. Homer 
Folks of New York presided at the dinner and at its 
conclusion presented Dr. Frankel with a clock and 
desk set as tokens of esteem from his friends. 


LECTURES ON PUBLIC HEALTH—Dr. James A. 
Tobey of New York lectured on public health law at 
the Harvard School of Public Health on December 
7th and 9th. 


TREATMENT OF PARESIS—Reports from the 
Binghamton State Hospital set forth favorable re- 
sults in patients, suffering with paresis, treated with 
the malaria plasmodium. The improvement has been 
to such a marked degree that many patients have 
been permitted to leave the hospital and return to 
their bomes. No claim for permanent cures have 
thus far been made but the benefits secured seem 
to be more striking than have been observed under 
other forms of treatment. 


RATS CURED OF CANCER—Dr. Thomas Lams- 
den in charge of the British Cancer Campaign claims 
to have observed cures of cancer in rats, brought 
about by the injection of formalin into the growth. 
Of the rats treated he claims cures in 77 per cent. 

Dr. Lamsden expresses the hope that this method 
will be used in treating cases of human cancer but 
suggests caution in the employment of this agent. 


REDUCTION IN THE INCIDENCE OF COM- 
MUNICABLE DISEASES—The Public Health Serv- 
ice reports that with the exceptions of poliomyelitis 
all communicable diseases have been less prevalent 
in the United States during 1927 than during 1926. 


REMOVAL—Dr. D. J. Fennelly has announced the 
removal of his office to 270 Commonwealth Avenue, 
Boston, Mass. . 


NOTICES 


POSTPONEMENT OF THE INDEX 


The probable change of the title of the Boston 
MEDICAL AND SuRGICAL JOURNAL after the nineteenth 
of next February presents a complication with respect 
to the apportionment of the number of weekly issues 
to the present volume. 

If this change, which will be recommended by the 
Committee of Nine which has charge of the JourRNAL, 
is to be adopted by the Massachusetts Medical So- 
ciety, a volume should be started under the new 
name. 

Because of this expected change the present vol- 
ume will be continued until the one hundred years 
of consecutive publication shall have been completed 
and, therefore, the publication of the index will be 
deferred and the issues of January and part of Feb- 
ruary 1928 will be included in Volume 197 and the 
index of volume 197 will be published in February. 

The new name of the JourNAL will probably be the 
New England Journal of Medicine which will be more 
appropriate under present conditions because the 
Massachusetts Medical Society is now affiliated with 
the New Hampshire and Vermont Medical Societies 
in the publication of this JouRNAL. 

The Maine Medical Association has shown a desire 
to also unite with the three States mentioned above 
when the designation “Boston” shall have been 
dropped. 


INTERNATIONAL MEDICAL CONTINUATION 
COURSES IN BERLIN 


International medical continuation courses in Ber- 
lin are arranged with the help of the medical faculty 
of the university by the Lecturers’ Association for 
Medical Continuation Courses and the Kaiserin 
Friedrich-Haus. Part of the courses take place per- 
manently, part only in March and April, 1928. 


I—PERMANENT COURSES 


(a) Of 2-4 weekly duration. 

(b) Vacancies for temporary auditors of lectures 
in clinics, ‘hospitals and laboratories of 2-3 monthly 
duration, possibly longer, for those gentlemen who 
wish to gain practical experience from systematic 
instruction. 


II—COURSES IN MARCH AND APRIL 


(a) Synoptical Courses—Fortnightly. “New as- 
pects and methods of clinical pathology and therapeu- 
tics.” The course is to give the participants a com- 
prehensive survey of the most important improve- 
ments in internal and infantile therapeutics, surgery, 
gynaecology, urology, dermatology and throat, nose 
and ear diseases. Adjoined to this course technical 
and methodical single courses covering the same 
ground, combined with introductions to patients, 
have been arranged. Inter alia the following gentle- 
men are cooperating in this course: Brugsch, Buschke, 
Czerny, Benda, Goldscheider, F. Klemperer, Kraus, 
Munk, Schilling, Schlayer, Strauss, etc. 


(b) Synoptical Course covering the sphere of 
metabolism—lasting ten days. Survey of the most 
important improvements in the range of metabolical 
diseases, especially diabetes, adiposity, endocrinologi- 
cal metabolical disorders, metabolism of uric-acid, 
adiposis and albumen. Codperators i. a.: Messrs. 
von Bergmann, Boas, Lubarsch, Richter, Umber, etc. 


(c) Synoptical Course on obstetrics and gynaecolo- 
gy, lasting ten days. In the forenoons operations, 
in the mornings and afternoons lectures, representa- 
tions (gymnastics), etc., eight seminary evenings. 
Collaborators i. a.: Messrs. Abel, Bracht, Hammer- 
schlag, Hirsch, Schafer, Stickel, Strassmann, etc. 


(d) Synoptical Course dealing with the improve- 
ments in Roentgen diagnosis and Ray-Therapeutics 
(17-24, April, 1928), 30 lectures, three debating eve- 
nings. Practical training, inspection of relative spe- 
cialized institutions. Codperators i. a.: Messrs. Max 
Gohn, Dieck, Lazarus, Levy-Dorn, Pick, Ringleb, etc. 


(e) Single Courses covering the whole medical 
ground combined with practical work. 

The courses are held in German, but numerous pro- 
fessors are able to lecture in the English, French and 
Spanish languages. 

The office assists in procuring suitable lodgings, 
gives information re costs of stay, and arranges vis- 
its to clinics at operations, etc. 

The office quarters are in the Kaiserin Friedrich- 
Haus, Berlin NW 6, Luisenplatz 2-4. 

Besides the permanent courses of 2-4 respectively 
8 weeks duration the following courses are proposed 
for next spring: 


(a) “New aspects and methods of clinical pathol- 
ogy and therapeutics” (fortnightly). © 

(b) Metabolical diseases (ten daily). 

(c) Obstetrics and gynaecology (ten daily). 

(d) Improvements in Roentgen diagnosis and ray 
therapeutics covering the whole medical ground 
(April 17-24, 1928). 

(e) Courses of certain lecturers covering the whole 
range of medicine. 


Foreign participants will after due registration re- 
ceive at desire a relative certificate. At the same time 
the office will apply at the competent quarters for 
a free passport visa. 
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THE INTERSTATE POST-GRADUATE ASSEMBLY! timore, Md., to Washington, D. C., and return, for con- 


OF NORTH AMERICA 


A bulletin of information pertaining to the spring 
assemblies of this organization covering the period 
of May 16, 1928, to June 10, 1928, and the foreign 
assemblies from June 16, 1928, to August 6, 1928, has 
been issued. 

The itinerary of the spring tour covers visits to 
clinics in St. Louis, Nashville, New Orleans, Dallas, 
Los Angeles, San Francisco, Seattle, Portland, Ore., 
Denver and Omaha. The foreign assemblies are in 
response to invitations from the leading medical uni- 
versities and institutions of the countries visited. 

For detailed information apply to Dr. W. B. Peck, 
Freeport, Illinois. 


UNITED STATES PUBLIC HEALTH SERVICE 


CHRONOLOGICAL List OF CHANGES OF DUTIES AND Sta- 
TIONS OF COMMISSIONED AND OTHER OFFICERS OF THE 
UnitTep STATES HEALTH SERVICE 


NOVEMBER 30, 1927 


Surgeon L. L. Williams, Jr. Directed to proceed 
from Richmond, Va., to Washington, D. C., and return, 
for conference with Bureau officials in connection 
with malaria investigations. November 23, 1927. 

Senior Sanitary Engineer J. A. Leprince. Directed 
to proceed to New York, N. Y., and return to station, 
at some time during month of December when duties 
will permit for the purpose of consulting with local 
health authorities regarding sanitary questions aris- 
ing in that locality. November 23, 1927. 

Passed Assistant Surgeon (R) C. Y. Bailey. Di- 
rected to proceed from Savannah, Ga., to Washington, 
D. C., and return, for the purpose of accompanying 
patient to St. Elizabeth’s Hospital. November 23, 
1927. 

Surgeon Grover A. Kempf. Directed to proceed from 
Washington, D. C., to Hagerstown, Md., and return, 
in connection with field invesigations in child hygiene 
carried on at that station. November 26, 1927. 

Assistant Surgeon General W. F. Draper. Directed 
to proceed from Washington, D. C., to Richmond, Va., 
and return, on November 29, for conference with 
State Health Department regarding measures for the 
sanitary control of shellfish in interstate shipment. 
November 26, 1927. 

Surgeon W. L. Treadway. Directed to proceed from 
Dublin, I. F. S., to Warsaw, Poland, and return, for 
the purpose of assisting Senior Surgeon Taliaferro 
Clark in making a study of the mental examination of 
aliens as conducted at Warsaw. November 26, 1927. 

Surgeon J. P. Leake. Directed to proceed from 
Washington, D. C., to Philadelphia, Pa., and return, 
on November 29, 1927, and such other places as may 
be necessary in connection with studies of industrial 
hygiene. November 29, 1927. 

Surgeon L. L. Williams, Jr. Directed to proceed 
from Richmond, Va., to Charlottesville, Va., and re- 
turn, to consult hospital authorities and physicians, 
relative to public health matters. November 29, 1927. 

Assistant Surgeon T. C. Kienzle. Relieved from 
duty at Flood Relief Headquarters, New Orleans, La., 
and assigned to duty at the New Orleans Quarantine 
Station. November 29, 1927. 

Surgeon A. D. Foster. Directed to proceed from 
Norfolk, Va., to Washington, D. C., and return, on 
December 9, 1927, for conference with Bureau, regard- 
of medical examinations. November 29, 

Surgeon W. M. Bryan. Directed to proceed from 
Savannah, Ga., to Washington, D. C., and return, on 
December 9, 1927, for conference with the Bureau, re- 
yee methods of medical examinations. November 

, 1927. 

Surgeon J. W. Trask. Directed to proceed from Bal- 


ference at Bureau on December 9, 1927, regarding 
methods of medical examinations. November 29, 1927. 


BOARDS CONVENED 


The following boards are convened for the purpose 
of inspecting and condemning property at the sta- 
tions mentioned: 

Rolla, Missouri. Detail for the Board: Surgeon P. 
D. Mossman, Assistant Surgeon A. S. Rumreich. 

Russellville, Ark. Detail for the Board: Surgeon 
P. D. Mossman, A. A. Surgeon E. C. Mason. 


DECEMBER 7, 1927 


Surgeon J. D. Long. Directed to proceed from Bal- 
boa Heights, Canal Zone, to Habana,.Cuba, and re- 
turn, to attend Sixth International Conference of 
American States. November 29, 1927. 

A. A. Surgeon C. H. Turpin. Directed to proceed 
from Seattle, Washington, to San Francisco, Calif., 
and return, to accompany patient to that place. 
November 29, 1927. 

Assistant Surgeon (R) J. H. Ready. Directed to 
proceed from San Francisco, Calif., to Santa Barbara, 
and Riverside, Calif., and thence to Carville, La., to 
accompany patient to Marine Hospital No. 66. 
November 29, 1927. 

A. A. Surgeon I. E. Huffman. Directed to proceed 
from Tucson, Ariz., to Nogales, Ariz., and return, for 
the purpose of examining an alien. Nov. 29, 1927. 

Surgeon Joseph Goldberger. Directed to proceed 
from Washington, D. C., to Little Rock, Ark., to con- 
fer with State and local health officials concerning 
the prevention of the interstate spread of epfdemic 
diseases in the flood area, and then to such points in 
Arkansas and Tennessee as may be necessary, for 
duty in connection with the prevention of the inter- 
state spread of smallpox and other epidemic diseases 
in the flood area. November 30, 1927, and Decem- 
ber 3, 1927. 

Associate Sanitary Engineer H. N. Old. Directed 
to proceed from Baltimore, Md., to Washington, D. C., 
on December 12, 1927, for the purpose of an examina- 
tion to determine fitness for promotion to next higher 
grade. November 30, 1927. 

Associate Milk Specialist W. H. Haskell. Directed 
to proceed from Austin, Tex., to Little Rock, Ark., 
and return, on or about December 4, 1927, in connec- 
tion with milk investigations being carried on by the 
Public Health Service. November 30, 1927. 

Surgeon R. W. Hart. Directed to proceed from 
San Francisco, Calif., to Carville, La., via Santa Bar- 
bara and Riverside, Calif., to accompany patients to 
Marine Hospital No. 66. December 1, 1927. 

Chemist E. J. Theriault. Directed to proceed from 
Cincinnati, Ohio, to Urbana, IIl., and return, for con- 
ference with the officials of the Illinois State Water 
Survey in connection with investigations of stream 
pollution. December 1, 1927. 

Senior Surgeon S. B. Grubbs. Directed to proceed 
from Chicago, Ill., to Detroit, Mich., and assume 
temporary charge of U. S. Marine Hospital No. 7, 
until the return of Surgeon H. E. Trimble. Decem- 
ber 3, 1927. 

Surgeon L. L. Lumsden. Directed to proceed from 
Washington, D. C., to Little Rock, Ark., to confer 
with State and local health authorities concerning 
the prevention of the interstate spread of smallpox 
and other epidemic diseases in the flood area. 
December 3, 1927. 

Associate Sanitary Engineer A. W. Fuchs. Re- 
lieved from duty at Biloxi, Miss., and assigned to 
duty at Jackson, Miss., in connection with milk inves- 
tigations. Dec. 3, 1927. siete 
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Assistant Surgeon General Thomas Parran, Jr. 
disease control studies being conducted by the Public 
Directed to proceed from Washington, D. C., to Balti- 
more, Md., and return, in connection with venereal 
Health Service. Dec. 3, 1927. 

Assistant Surgeon General F. A. Carmelia. Direct- 
ed to proceed from Washington, D. C., to Marcus 
Hook, Pa., and return, for the purpose of effecting 
the transfer of a Quarantine Tug from Marcus Hook, 
Pa., to Baltimore. December 5, 1927. 

P. A. Dental Surgeon (R) F. W. Harper. Relieved 
from duty at the Coastguard Headquarters, Seattle, 
Washington, and assigned to duty at U. S. Public 
Health Service Relief Station No. 329, Seattle, Wash- 
ington. December 5, 1927. 

Surgeon M. F. Haralson. Directed to proceed from 
Port Arthur, Tex., to New Orleans, La., and return, 
for the purpose of accompanying a beneficiary to 
Marine Hospital No. 14. December 5, 1927. 

Assistant Surgeon General A. M. Stimson. Directed 
to proceed from Washington, D. C., to Nashville, 
Tenn., and return, to attend meeting of the American 
Association for the advancement of Science, Decem- 
ber 26-31, 1927. December 6, 1927. 


BOARDS CONVENED 


- Board convened at Washington, D. C., at 10 a. m. 
December 12, 1927, to examine Associate Sanitary 
Engineer H. N. Old, to determine his fitness for pro- 
motion to the grade of sanitary engineer. Detail for 
Board: Assistant Surgeon General Thomas Parran, 
Jr., Chairman; Surgeon L. R. Thompson, Member; 
Associate Sanitary Engineer A. P. Miller, Recorder. 

Board convened at Montreal, Canada, for the pur- 
pose of re-examining an alien, to meet at call of 
Chairman. Detail for Board: Surgeon Louis 
Schwartz, Chairman; A. A. Surgeon A. G. Morphy, 
Member; A. A. Surgeon F. H. Mackay, Recorder. 

Official: 

H. S. CUMMING, Surgeon General. 


REPORTS AND NOTICES OF 
MEETINGS 


BOSTON ORTHOPEDIC CLUB 


A regular meeting of the Boston Orthopedic Club 
was held in the Sprague Hall of the Boston Medical 
Library on Monday evening, December 12. 

The first paper was by Dr. Philip D. Wilson on 
“Posterior Capsulaplasty in Certain Flexion Contrac- 
tures of the Knee.” He described the operation 
which he has devised for its relief. This consists in 
freeing all the tissues including the capsule of the 
knee joint done through two lateral incisions, one on 
either side, retracting the tissues forward so as to 
get good exposure of the posterior compartments of 
the knee. Following this the knee is put up in ex- 
tension and subsequent attention depends on the 
case, usually requiring some exercises, etc. In his 
experience practically all of his cases had improved 
as to function of the joint. The joints could be fully 
extended and the subluxation had reduced. Three 
patients were shown on whom the operation had been 
done, all with very satisfactory results. 

The paper was discussed by Drs. Painter, Osgood, 
and Ober. 

The second paper was by Drs. Robert B. Osgood 
and Charles C. Lund on “Fractures of the Odontoid 
Process.” Dr. Osgood reviewed the literature on the 
subject and the cases that have been previously re- 
ported, the anatomy, pathology, and treatment. He 
advocated extension and fixation and no manipula- 
tion. Dr. Lund then recited his own personal case 
of odontoid fracture and told his experiences in going 
to the hospital and his treatment. The type of leather 
head support that was used was shown and the post- 
operative treatment outlined. 


The paper was discussed by Drs. Jepson, Wilson, 
and Ober. 

After the meeting part of the exhibit of art by 
medical men was inspected. 


FRANKLIN DISTRICT MEDICAL SOCIETY 


The regular bi-monthly meeting of the Franklin 
District Medical Society was held at the Weldon 
Hotel, Greenfield, Mass., Tuesday, Nov. 8, 1927, Dr. 
A. H. Ellis presiding. The meeting was one of the 
most largely attended of any recent gathering which 
was a tribute, both to the speaker of the day and the 
recognized importance of the subject discussed. 

In connection with the order of business, Dr Ellis 
reported having appointed a committee of members 
to devise ways and means for starting a Cancer Clinic 
in Franklin County, according to the vote passed at 
the last meeting. The members of the committee as 
named are Drs. Howe, Ellis, and Croft of Greenfield; 
Marble of Shelburne Falls and Pelletier of Turners 
Falls. Dr. Howe, the Chairman, reported that pre- 
liminary investigation had already started and it wag 
proposed to visit one or more neighboring clinics in 
order to observe their plan and methods. 

Dr. Robert L. DeNormandie of Boston was intro- . 
duced as a physician well qualified by extensive hos- 
pital experience and private practice in his specialty 
to speak on such a subject of universal interest both 
to physicians and laymen, as Prenatal Care in Gen- 
eral Practice. Dr. DeNormandie spoke for over an 
hour on this subject and practically all of his address 
could have been listened to by any mature man or 
woman with understanding and profit. Some of the 
most important of the points which he stressed were 
the following :— 


Prenatal Care is that part of maternal care which 
has as its object the complete supervision of the preg- 
nant woman in order to preserve the happiness, 
health and.life of mother and child. Because of its 
importance in propagating the race, all pregnant 
women should be under medical supervision through- 
out the periods of pregnancy, for only by regular and 
careful prenatal observation can pregnancy and labor 
be made safer. 


He advocated the examination of patients monthly 
during the first six months then every two weeks and 
finally every week. At such visits the general condi- 
tion should be investigated as well as the blood pres- 
sure, urinalysis, pulse, temperature and weight 
taken and recorded, and he outlined the importance 
of certain anatomical measurements and emphasized 
their significance in giving advance information of 
probable difficult delivery. 

Although a general plan of procedure applicable to 
all patients was desirable and essential, he brought 
out the importance of giving to each patient careful 
individual study and along with this thought he re- 
minded his hearers that, though pregnancy is a phy- 
siological process, there is no other condition which 
can so quickly become pathological. 

He urged that patients be instructed at their first 
visit to frankly report any obstinate constipation, 
shortness of breath, acute illness, especially colds, 
sore throat and repeated cough, persistent or recur- 
ring headache or nausea or vomiting, changes in vis- 
ion or dizziness, abdominal pain, swelling of the face, 
hands and ankles, and most important of all bleeding 
in any amount. From an intelligent study of these 
signs and symptoms the observing physician and co- 
operating patient can do much to prevent the poison- 
ing of the body which, if unrecognized or left un- 
treated, results in the development of that serious 
complication known as eclampsia or convulsions. 

His remarks on septic poisoning or puerperal fever 
and the way and methods by which these germs are 
introduced from without and the modern methods 
of its control were of great interest, especially to the 
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older practitioners, whose personal experience with 
this dread malady make it an ever present possibility. 
That this complication has more than a theoretical 
interest for physicians in this locality is shown by 
the record of 8 deaths in Franklin County in the past 
ten years. 

He concluded by urging upon those physicians who 
practice obstetrics, to be alert and receptive to mod- 
ern ideas upon which intelligent prenatal care is 
based, because it is only by early and repeated ex- 
aminations of the prospective mother that the pre- 
mature ending of pregnancies, the still-births, and the 
many diseases and deaths of the new born can be 
reduced. By the same methods, mothers can be 
spared much distress and disease, and many lives can 
be saved which would otherwise be lost. 


Pregnancy under modern civilization, with its 
stresses and strains, its excesses in pleasure and 
work, demands intelligent guidance which, if prac- 
ticed by the sympathetic physician, will put a new in- 
terest into an important function which has hereto- 
fore been looked upon as just an ordinary routine of 
practice. 

There was a free discussion at the close of the 
formal paper, during which Dr. DeNormandie de- 
tailed a number of points which would otherwise 
have been less clearly understood. As was to be ex- 
pected, many of those present wanted specific knowl- 
edge on the treatment of eclampsia; also a resumé of 
recent theories regarding the prevention of septi- 
cemia: and what were the special factors making Ce- 
sarean section a justifiable substitute for natural 
labor. 

The meeting closed with a rising vote of thanks 
extended to the speaker and a majority of the mem- 
bers present remained for dinner. 

B. P. Crort, Reporter. 


TRUDEAU SOCIETY OF BOSTON 


The next meeting of the Trudeau Society of Boston 
will be held on Tuesday evening, January 3, 1928, 
at 8:15 p. m., in Sprague Hall, Boston Medical Libra- 
ry, 8 The Fenway, Boston. 

The speaker will be Dr. George T. O’Donnell; sub- 
ject: “The Tuberculosis Program of Boston.” Dr. 
Francis X. Mahoney, Dr. Sumner H. Remick, Dr. 
Edward O. Otis, Dr. Vincent Y. Bowditch, Dr. John 
B. Hawes, 2nd, and Dr. Cleaveland Floyd have been 
asked to lead in the discussion. 

Physicians, medical students, and nurses are cor- 
dially invited to attend this meeting. 

RANDALL CLIFFORD, Secretary. 


ESSEX NORTH DISTRICT MEDICAL SOCIETY 


The 86th Semi-Annual meeting of this society will 
be held in Centre Church vestries, Main Street, cor- 
ner of Vestry Street, opposite City Hall, Haverhill, 
Mass., (Tel. 548) Wednesday, January 4, 1928. 

Dinner will be served at 12:30 sharp. 

Following the dinner the business meeting will 
occur, after which these speakers will address us: 

1. John M. Birnie, M.D., of Springfield, President 
of the Massachusetts Medical Society. Among other 
topics he will explain Physicians’ Liability Insurance 
for Fellows of the Massachusetts Medical Society. 

2. Chas. F. Painter, M.D, of Boston, Professor of 
the History of Medicine at Tufts College Medical 
School, upon Buergers Disease (obliterating endar- 
teritis. ) 

3. Reginald Fitz, M.D., of Boston, Associate Pro- 
fessor of Medicine, Harvard University Medical 
School, upon “What would you do if you had a Peptic 
Ulcer?” with lantern slides. (30 minutes.) 

Discussions are invited upon the above matters. 


The annual assessment may be paid at this meet- 


ing. ($8.00.) 
ADELBERT M_ HvuBBELL, M.D., Pres. 
J, Forrest BuRNHAM, M.D., Sec. 
567 Haverhill St., Lawrence, Mass. 
December 27, 1927. 


THE BUDAPEST CONGRESS 
SEPTEMBER, 1928 


“The Fifth International Medical Congress for In- | 
dustrial Accidents and Occupational Diseases” is to — 
be held in Budapest during September, 1928. The 
Executive Committee consists of the following: 
President, Dr. Tibor de Verebély, Professor at the 
University; Vice-President, Dr. William de Friedrich, 
Professor at the University; Secretary-General, Pri- 
vatdozent Dr. George Gortvay, Section Chief. 


The National Committee for the United States has 
been created and consists of the following: Dr. Vol- 
ney S. Cheney, Chicago; Dr. R. W. Corwin, Pueblo; 
Dr. Eugene L. Fisk, New York; Dr. Otto P. Geier, Cin- 
cinnati; Dr. Leonard Greenburg, New Haven;. Dr. 
George M. Kober, Washington, D. C.; Dr. W. J. Me- 
Connell, Philadelphia; Dr. Lloyd Noland, Birming- 
ham; Dr. Francis D. Patterson, Philadelphia; Dr.. 
George M. Price, New York; Dr. Frank L. Rector, 
Chicago; Dr. Wm. A. Sawyer, Rochester; Dr. Henry 
F. Smyth, Philadelphia; Dr. C.-E. A. Winslow, New 
Haven; and Dr. Emery R. Hayhurst, Columbus, Chair- 
man, 

Addresses already scheduled by various prominent 
Europeans include the following: Prof. J. Liniger, 
Frankfurt a.M.; Dr. F. Zollinger, Aarau; Prof. K. B. 
Lehmann, Wiirzburg; Sir Thomas Oliver, London; 
Prof. J. G. Sleeswijk, Delft; Prof. Jiitten, Miinster; 
Prof. Koelsch, Miinchen; Prof. Julius van der Hoeve, 
Leiden; Prof. Dr. Stephen Jellinek, Wien. Also lec- 
tures are scheduled to date by the following: Prof. 
Salvatore Diez, Roma; Dr. C. Poenaru Caplescu und 
Dr. Presbeanu, Bukarest; Prof. Theodor Sommerfeld, 
Berlin; Dr. Lorenz Bohler, Wien; Prof. Dr. Quensel, 
Leipzig; Prof. Dr. C. Marcifs, Breslau; Prof. Dr. 
Molineus, Diisseldorf; and Sanitatsrat Dr. Alfred 
Peyser, Berdin-Charlottenburg. 


Addresses and lectures are wanted from American 
physicians, dentists, and other specialists in the field. 
Such are requested to get in touch with the Chairman 
for the National Committee for the United States, Dr. 
Emery R. Hayhurst, Hamilton Hall, Ohio State Uni- 
versity, Columbus, Ohio. General invitation is also 
extended to attend the Congress which will be ar- 
ranged so as to coordinate with the “Deutscher Natur- 
forscher Tag” to be held in Hamburg, and the “Ortho- 
padenkongress” to be held at Prague during the 
month of September, 1928. 


ANNUAL MEETING OF THE NATIONAL TUBER- 
CULOSIS ASSOCIATION 


This meeting will be held in Portland, Oregon, 
June 18, 19, 20, with June 21 set aside for a pleasure 
trip. June 22 and 23 will be assigned for supple- 
mentary meetings. 

Railroads are arranging for side trips or more ex- 
tended excursions and every effort will be made to 
cater to the comfort and enjoyment of those who will 
attend the meetings. 


SOCIETY MEETINGS 


January 3—Trudeau Society meeting. 
notice see page 1203, issue of December 22. 


For detailed 


12 cal meeti of “the Massachusetts 
General ~~ For detailed notice see page 1200, issue 
of December 2 
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brua March and April, 1928—Last Satur- 
Meetings at Boston City Hospital. 


DISTRICT MEDICAL SOCIETIES 


Essex North District Medical Society 

January 4, 1928 (Wednesday)—Semi-annual meeting a 

the. Centre ‘Church vestries, Main Street, Haverhill, at 

12:89 P. M. 

, 1928 (Wednesday)—Annual meeting at 12:30 P. M. 

any 3, meet for examination 

of candidates at Hotel Bartlett, 95 Main Street, Haverhill, 

at 2 P. M. Candidates should apply to the Secretary, 

J. Forrest Burnham, M.D., 567 Haverhill Street, Law- 
rence, at least one week prior. 


Essex South District Medical Society 


January 4, Cove Inn, Swamp- 
er at . M. 
Lahey, ‘Differential Points of Importance 


to the General Practitioner in Surgical Diagnosis.” 

Discussion by Drs. Walter Phippen of Salem and 
N. P. Breed of Lynn, 10 minutes each, and from 
the floor. 


February 1 (Wednesday)—Council meeting, Boston. 
February 8 (Wednesday)—Danvers State Hospital. Clin- 
ic at 4 P. *M. (Bartet supper at 6 P. M., followed by 
Dr. Abraham Myerson, “Some Aspects of Mental 


iene.”’ 
Discussion by Drs. W. F. Wood of Hathorne and 
G. M. Kline of Beverly, 10 minutes each, and from 
the floor. 

March 7 (Wednesday)—Lynn Hospital. Clinic at 5 

P. M. Dinner at 7 P. M. 
Dr. Henry R. Viets, ‘“‘The Acute Infections of the 
Nervous System,” with lantern slides and moving 


ictures. 
Discussion by Drs. W. V. McDermott of Salem and 
J. W. Trask of Lynn, 10 minutes each, and from 

the floor 
April 11 (Wednesday)—Essex Sanatorium, Middleton. 

Clinic at 5 P. M. Dinner at 7 P. M. 
Dr. Raymond §S. Titus, “Obstetrical Emergencies.” 

Discussion by Drs. J an of Gloucester and 


. J. Eg 
A. T. Hawes of Lynn, 10 minutes each, and m 


the floor. 


May 3 (Thursday)—Censors meet at Salem Hospital for 
the examination of candidates at 3:30 P. M. Candidates 
should apply to the Secretary, Dr. R. E. Stone, Beverly, 
at least one week prior. 


May 8 (Tuesday)—Annual meeting. Place and speaker 
to be announced. 


Suffolk District Medical Society 


Combined meetings of the Suffolk District Medical 
Society and the Boston Medical Library will be 
held at the Boston Medical Library, 8 The Fen- 
way, at 8:15 P. M., as follows: 


January 25, 1928—General meeting in association with 
the Boston Medical Library. 
Dr. George W. Crile, Lakeside Clinic, Cleveland, Ohio. 
Title to be announced later. 


ee 29—Surgical Section. Subject to be announced 
er. 


March 28—Medical Section. ‘‘The Use and Misuse of 
Vaccines.””’ Dr. Hans Zinsser, Dr. Francis M. Racke- 
mann, Dr. Charles H. Lawrence. 

sy 25—Annual meeting. Election of officers. Paper 
of the evening to be announced later. 


The medical profession is cordially invited to attend 
these meetings. 


Notices of meetings must reach the Journat office on the 
Friday preceding the date of issue in which they are to appear. 


BOOK REVIEWS 


The Principles of Sanitation, A Practical Handbook 
for Public Health Workers. By C. H. KIBBEY, 
Director of Sanitation, Tennessee Coal, Iron and 
Railroad Company; Birmingham Southern Rail- 
road Company; Fairfield Utilities Company. F. A. 
Davis Company Publishers, Philadelphia. 1927. 


In this book of three hundred and fifty pages the 
author takes up specifically five subjects, viz: 

Diseases spread through discharges from the In- 
testinal Tract; Diseases spread largely or entirely 
through secretions from the mouth and nose; Mod- 
ern Methods of Rural Sanitation; an analysis of food 


| 


in its relation to disease; The prevention of Occu- 
pational Diseases. 

It is an unusual book. It is a clear, concise exposi- 
tion of procedures which have really proved that they 
are worth their cost in preventing disease and other- 
wise promoting health. It is written by a man who 
has demonstrated to business concerns that certain 
measures intended for the promotion of health really 
pay as a business proposition and the book through- 
out reflects the writer’s successful experience in the 
training of persons of average intelligence in the 
practical application of such measures. 


Getting Well and Staying Well. By Joun Ports, M.D. 
St. Louis, Mo.: C. V. Mosby Company. Price, $2.00. 
This book consists of 223 pages, 12 chapters, with 

an introduction by Dr. J. B. McKnight of the Texas 

State Tuberculosis Sanatorium. The titles of some 

of the chapters are distinctly intriguing. For in- 

stance, “Suspecting Tuberculosis” is of very real 
interest and value as it puts it up to the patient to 
have some interest in his own condition and be on 

the lookout for early signs and symptoms. It is a 

constant source of amazement to me that so many 

patients should allow themselves to get into such re- 
markably poor physical condition before they even 
suspect anything is wrong. 

The third chapter, “Accepting the Diagnosis,” and 
the fourth, “Learning Tuberculosis,” are of great 
interest. Subsequent chapters, “Evidences of Im- 
provement,” “Conflicts with Family and Friends and 
Quackery,” “The Outlook,” “Tuberculosis and Pover- 
erty,” “Regret or Happiness,” are unusual titles and 
contain unusual subject matter. This book is dis- 
tinctly different from any others that I have reviewed 
and I rank it high among such volumes. 

The only criticism I would make is the one which 
applies to a similar book of Dr. Lawrason Brown’s, 
namely, that it takes for granted a high degree of 
intelligence on the part of the patient. It may be 
that the patients in the West and in the South have 
more brains than those in the East, or what is more 
likely the case, that the patients who are willing and 
able to make such a sacrifice involved by a trip to 
the State of Texas or the far West must be fairly 
well up in the social and intelligence scale. Be that 
as it may, I found Dr. Potts’ book distinctly solid 
reading requiring a good deal of hard thinking, and 
I know that many of my patients would have great 
difficulty in absorbing all that it contains. I would 
almost look upon this book as one intended for physi- 
cians, particularly students and general practitioners, 
rather than for patients; but the unusual patient, 
however, will find this volume stimulating and of very 
real interest. 


Textbook of Histology. By Freperic T. Lewis and 
J. L. Bremer. Third edition, 1927, pp. 552. Phila- 
delphia: P. Lakeston’s Son & Co. 


This volume is a revision of the second edition of 
Lewis and Stohr’s textbook of histology, and it is 
based on the fifteenth German edition of Stohr’s 
Histology. The embryological approach used in this 
textbook is of very definite value both to the student 
and to all interested in histology. There is no volume 
dealing with histology which so adequately gives the 
embryological aspects of the various tissues and or- 
ganisms as does this book. The illustrations are 
excellent. 

A number of references to recent literature giving 
American journals the preference have been added, 
and the modern state of knowledge of this field has 
been very fully summarized. 

The chapter on the nervous system has been re- 
stricted to the fundamental aspects and the detailed 
histology has been omitted here as there are 80 
many special textbooks in the field of neurological 
anatomy there is little call for its inclusion in a gen- 
eral text. 
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Gonococcal Infection in the Male. By ABRAHAM L. 
Worsarst, M.D., Urologist and Director of Urologi- 
cal Clinics, Beth Israel Hospital, etc. St. Louis: 
C. V. Mosby Company. 237 pages. Price, $5.00. 


Because of the prevalence of gonorrhea and the fre- 
quency with which a past history of the disease is 
obtained in patients presenting themselves for ex- 
amination, every physician and student should be 
familiar with its fundamentals. Dr. Wolbarst’s short 
book gives very clearly, simple diagnostic and thera- 
peutic measures, as well as the more technically dif- 
ficult procedures which should be reserved for the 
trained urologist. The more promising of the newer 
methods of treatment are considered. We are glad 
to endorse a book so full of sound common sense. 


Textbook of Pathology. By FRANcIS DELAFIELD and 
T. MITCHELL PRUDDEN. Revised by Francis Carter 
Wood, 1927. 14th Edition, pp. 1253. New York: 
William Wood & Co. 


This edition does not differ materially from the 
last. Delafield and Prudden is so standard a textbook 
that it requires no introduction to those familiar with 
pathological work. A number of recent references 
have been added to those fields in which recent ad- 
vances have been made. The illustrations are very 
satisfactory and serve to emphasize important points. 
There is a particularly good series of pathological 
lesions in the pancreas. 

There are some portions of the book which have 
apparently escaped revision such as referring to pres- 
sure atrophy of the liver as due to the “ordinary con- 
ditions of modern life”. In the course of the dis- 
cussion of hemachromatosis no mention is made of 
Mallory’s very complete work in this field. A chapter 
on tumor of bone is completely in accord with our 
present conceptions of this important condition. 

A useful feature of the book to students and to 
those physicians who may be forced, on occasion, to 
perform their own autopsies is a very good section 
on methods of postmortem examination containing 
a number of clear illustrations. 


An Introductory Course in Ophthalmic Optics. By 
ALFRED CowAN, M.D.; 262 pages, with 121 illustra- 
tions, many in colors. Published by F. A. Davis 
Company, Philadelphia, 1927. Price $3.50. 


Dr. Cowan, Assistant Professor in Ophthalmology 
in the Graduate School of Medicine, University of 
Pennsylvania, has produced a book that is designed 
to meet the immediate requirements of “the average 
(and very much preoccupied) student of ophthalmol- 
ogy”. In giving forth this work he has filled a long- 
standing gap in the propaedeutic literature of this 
branch of medicine. He offers, even though he does 
not say so, a rapid-transit induction into ophthalmic 
optics to all who can pay the fare of an elementary 
knowledge of mathematics (which includes trigonom- 
etry!). He dares to hope he has succeeded; in the 
opinion of the reviewer he has. 

The presentation of the subject is very methodical. 
After brief introductory remarks about light and 
light-transmitting media, the author proceeds at once 
to the fundamental laws of refraction and reflection. 
Lenses and lens-action are competently discussed, and 
a climax is reached in the chapter on the Dioptric 
System of the Eye, wherein many of the principles 
explained in earlier chapters are summated, as it 
were, in the compound optical system of human 
vision. Then follow chapters on the optical aspects 
of refractive errors and accommodation, an apposite 
chapter on apertures and diffusion images, and 
finally a chapter on the optics of ophthalmoscopy and 
retinoscopy. Reference is facilitated by an unstinted 
index of twelve double-column pages. Special atten- 
tion is given throughout to graphic illustration, and 


nimerous diagrams are rendered perspicuous by the 
use of color. 


In carrying out his expressed purpose of construct- 
ing a system which is scientifically correct Dr. Cowan 
has very wisely not rejected the familiar natural and 
descriptive convention of signs for the geometrical 
convention which is in favor among theoretic stu- 
dents of optics. Particularly commendable also is 
the author’s way of presenting spherical aberration 
at the very outset of his discussion of reflection at 
spherical surfaces, whereby it is duly impressed upon 
the student that such aberration is inherent and nor- 
mal in all simple spherical optical systems, and that 
the law of conjugate foci is no more than an approxi- 
mation, valid only for paraxial rays where the aber- 
ration is so slight as to be negligible. 


It would be a sign of greed to say that Dr. Cowan 
has not provided us with enough. Nevertheless we 
could wish that he had. told more about “corrected 
and precision lenses” and had said something about 
the optics of the ideal bifocal. The student needs 
some criterion for evaluating what he reads on the 
advertising pages of his Journals. A greater abun- 
dance of examples and problems than the author has 
given would very likely hasten rather than retard 
the progress of the student through the book. Brief 
bibliographies might also have been provided at the 
end of each chapter, not of works upon which the 
author has himself drawn but to which the curious 
student might like to have his steps directed. 


There is little in the book to which one could wish 
to take exception. The statement that “the angle 
formed by the optical axis and the visual line is 
called the angle alpha” is most certainly true, but 
Landolt has taken care to show that the zealot for 
historical accuracy is going to reserve this title of 
primacy for the juncture of another pair of lines. 
At any rate Dr. Cowan calls due attention to the 
more workaday angle much further down the Greek 
alphabet, the angle kappa, which is’ generally 
measured in perimetry. 


This “Introductory Course in Ophthalmic Optics” 
will make many an old refractionist regret that there 
was nothing similar at hand when he first exercised 
his faculties on the trial case. It is not too late for 
such even now to submit gratefully to the tuition of 
Dr. Cowan. 


The Normal Diet. By W. D. Sansum. C. N. Mosby 
Company, St. Louis. 1927. Price, $1.50. 


This small book, which now appears in its second 
edition, is “a simple statement of the fundamental 
principles of diet for the mutual use of physicians 
and patients.” It consists of explanatory chapters 
on the anatomy and physiology of the digestive sys- 
tem, various types of acidosis, and the caloric, pro- 
tein, mineral, vitamin, and water requirements of 
the body. With some of the chapters, the meals of 
ten days are given to illustrate normal, basic, and 
safe reducing diets. 

On the whole, the book gives a great deal of funda- 
mental information about normal nutrition. The 
section describing the passage of the aliment through 
the digestive system and the abuse of cathartics and 
enemata are especially illuminating. Too much 
stress has been placed on the desirability of eating 
fruits. The daily consumption of ordinary servings 
of baked apple, grapes, fruit salad, honeydew melon, 
cluster of raisins, apricot charlotte, and three glasses 
of orange juice would have a stimulating effect on 
the bowels as severe as that of a cathartic. The 
daily protein requirement of the average adult is 
estimated at 8¢ to 100 grams, the fat about 100 
grams, and the carbohydrate at about 200 grams. 
With these, the necessity for the vitamins and essen- 
tial salts is given reasonable consideration. 
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A Text-Book of Therapeutics, Including the Essen- 
tials of Pharmacology and Materia Medica. By 
ArtHur A. STEVENS, M.D., Professor of Applied 
Therapeutics in the University of Pennsylvania. 
Seventh Edition, Entirely Reset. Philadelphia 
and London: W. B. Saunders Company. 1927. 


This book fills a useful place in practical medical 
literature, in that it occupies a position intermediate 
between those of the more exhaustive text books of 
pharmacology and of the more condensed, and usu- 
ally inadequate, manuals. It is composed mainly— 
or for 491 of its 703 pages—of a consideration of 
drugs. For each of these, from Digitalis to Mel 
(honey), is given a summary of the pharmacology 
and pharmacologic action, according to the impor- 
tance of the drug, and a more extensive discussion of 
the practical therapeutic uses. Next there is a brief 
section on Remedial Measures Other Than Drugs, 
from electricity and massage to heliotherapy. 
Finally, there is a section entitled Applied Therapeu- 
tics, giving in condensed form the essentials of treat- 
ment in particular diseases, from typhoid fever to 
seborrhea. The present edition includes such new 
drugs as ephedrine, novasurol, and many others. The 
work can be recommended as both reliable and well 
adapted to ready reference by the practicing physi- 
cian. - 


The Surgical Clinics of North America. August, 1927. 
Vol. 7, No. 4. Philadelphia: W. B. Saunders Com- 
pany. 314 pages. 


This volume of surgical clinics is from the Brook- 
lyn Hospital. There are thirty-seven articles repre- 
senting a wide variety of surgical subjects in which 
there has been a successful attempt to avoid both the 
matters that have received much recent discussion 
on the one hand and mere curiosities on the other. 
This collection is so well balanced that it would be 
unfair to select any particular article for special com- 
ment. Each subject is clearly presented and contains 
suggestions of practical value. 


Actinotherapy for General Practitioners. By H. G. 
FALKNER. Pub., William Wood & Company, New 
York. Price $3.00. 


This small volume of 150 pages is written by an 
ardent and enthusiastic advocate of artificial sunlight 
in the way of ultra-violet rays as a cure for practi- 
cally all the Known ills of which man is subject. 
A large portion of the book is devoted to the technical 
and mechanical details of the various lamps and their 
methods of producing the various rays as well as to 
the technique of administering treatment. He then 
discusses the therapeutic uses of ultra-violet light in 
skin diseases for which as far as I can make out it is 
a universal panacea and will cure or at least relieve 
in every case. 

He then takes up the effects of actinotherapy in 
rickets, rheumatism and diseases of the nervous sys- 
tem under which he includes sciatica and chorea. 
Indeed he goes so far as to report wonderful im- 
provement in a case of anterior poliomyelitis. Like- 
wise, in tuberculosis, he recommends it and in almost 
every instance in diseases of the respiratory system, 
—whooping cough, common colds, asthma, bronchitis 
and hay fever,—and in diseases of the nose, mouth 
and throat, notably tonsillitis, he finds treatment 
with the ultra-violet rays an invaluable means of 
cure or relief, and finally, in diseases of the genito- 
urinary system, the circulatory system, blood and 
ductless glands, and of the eye, this wonderful 
remedy is of never-failing value. 

The writer of this book goes to such absurd ex- 
tremes in his claims that it is hard to take what he 
Says seriously. Such a book as this will certainly 


do no good to the cause of real heliotherapy and it is 
hoped that those who wish to use ultra-violet therapy 
and who are using it will not be guided in their 
| of treatment by the rules laid down in this 
volume. 


A Text-Book of Psychiatry, for Students and Practi- 
tioners. By K. HENDERSON, M.D., F.R.F.P.S., 
and R. D. GILLEsPiz, M.D., D.P.M. Published by 
Humphrey Milford, Oxford University Press, 1927, 


This valuable addition to the list of text-books on 
Psychiatry is noteworthy for several different rea- 
sons. Although written by two Englishmen and pub- 
lished by the Oxford University Press, it is based to 
a large degree on material gathered by these gentle- 
men while serving in hospitals in the United States. 
It utilizes to some extent the “case system” which 
has been found to be of great value in teaching in 
law schools and in some of the other specialties in 
medicine. It is dedicated to Adolf Meyer, under 
whom the writers worked, and it is permeated by the 
teachings and influence of this potent leader of psy- 
chiatry in America. This influence is shown in the 
chapter on Classification wherein after giving the 
standard British and American schemes of classifica- 
tion, a modified scheme is presented prefaced with 
this statement: “But, fortunately, it is not diagnosis 
that matters, but the understanding of the disorder, 
and of the patient who suffers from it—under what 
circumstances it arose, how it is related to the pa- 
tient’s normal condition, what the disorder means, 
what light is shed on his problems, and what can be 
done to help towards a favorable outcome. In Adolf 
Meyer’s words, it is not the patients we are to sort 
out, but the facts.” This influence again appears 
when the various classes of mental disease are con- 
oe not as diseases or psychoses but as reaction 
ypes. 

To the student or practitioner, looking for a 
well written, well arranged, non-voluminous, text- 
book of psychiatry, this book is recommended with 
enthusiasm. 


Diseases of the New Born. By JAMES BuRNET. Ox- 
ford University Press. 


This book on the Diseases of the New Born is the 
first of its kind to appear from the English Press. It 
represents an attempt on the part of the author to 
give, particularly to medical students and practition- 
ers, an available text book on the various conditions 
which occur in early life. It is a small book of 275 
pages and devotes the introductory chapters to the 
anatomy and physiology peculiar to this period of 
life. The remainder of the work gives a very con- 
cise, orderly and clear exposition of essentially all 
the pathological conditions of the New Born with a 
final chapter on the premature infant. It contains 
no bibliography. The style and method of presenta- 
tion are particularly adapted to give medical students 
an excellent introduction to the subject. Clinical 
differences of opinion are avoided and the more ac- 
cepted views expressed The book is to be heartily 
recommended. 
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